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beeen many years we have noted with growing 
concern the gradual development in certain 
quarters of an entirely artificial sentiment for the 
introduction into this country of foreign systems 
of medical care. This has been brought about by 
well-financed propaganda, skillfully directed by 
professional promoters and carefully disguised in 
the name of humanitarianism. 

Until eight years ago, when our country fol- 
lowed others into the state of world-wide depres- 
sion, the campaign made little headway and at- 
tracted little attention. A period of the greatest 
prosperity ever known was then followed by un- 
employment, and a large part of our people who 
had failed to save for a rainy day found them- 
selves in actual want. Others were torced to cur- 
tail and economize. Standards of living never be- 
fore enjoyed by any people were lowered. As a 
result, necessities became more difficult to attain 
and many luxuries became impossible to enjoy. 

Conditions have not improved. All this has 
contributed to a state of mind in which people are 
ready to seize upon any scheme promising enhanced 
social security. A people formerly employed and 
independent have become susceptible to promises 
of panaceas, with little inclination to consider 
deliberately the price they will be forced to pay 
for them. The proponents of these plans either 
fail to understand or have failed to present the 
problem of medical care as a part of the whole 
economic picture. 

While we hear much of the ill-fed, the ill- 
housed, and the ill-clothed, little if anything is said 
of these problems as they relate to the creation 
of a medical problem. Physical needs as a con- 
tributing cause of illness get scant attention with 
the spotlight focused on medical needs alone. The 
cart is put before the horse, and unemployment 
is almost entirely attributed to illness, rather than 
much illness to the needs created by unemploy- 
ment. This attitude is held in the face of mil- 
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lions in the ranks of the unemployed who are 
physically well yet unable to find work. Cause 
and effect are ignored, and we are asked to con- 
centrate on effects and ignore causes. The re- 
sults of haphazard and unscientific surveys of 
small cross-sections of the population, conducted 
by inexperienced relief workers, are quoted as 
fact and are placed for interpretation and analy- 
sis in the hands of admitted proponents of schemes 
of reform. Their conclusions are presented as a 
new discovery. No consideration is given to the 
fact that the problem of medical care is as old as 
the world. No comparisons are made with the 
problem as it existed in earlier times, and no men- 
tion is made of the fact that it goes hand in hand 
with the question of providing food, shelter, cloth- 
ing, heat and light. 


Whatever criticism may be aimed at the Amer- 
ican Medical Association, the fact remains that the 
medical profession, voluntarily and from a sense 
of duty, is responsible for almost everything of so- 
cial value in the healing arts today. It seems 
scarcely necessary to enumerate here the benefits 
to the people of this country which can be credited 
to organized medicine alone. In the last half 
century no science has advanced so rapidly, and 
no benefits have been brought so promptly and 
unselfishly to the benefit of the public. We have 
been so engrossed in our work, however, that we 
tacitly assumed that public opinion was correctly 
evaluating these benefits and giving credit where 
credit was due. This indeed was true until a 
storm of propaganda was let loose representing the 
medical profession as backward, selfish and in- 
different to public needs. Books, news releases, 
magazine articles, interviews and speeches have 
appeared with startling regularity, a regularity 
which leaves little doubt that they are inspired. 

The evident purpose of this propaganda has 
been to give the impression that there are defi- 
nite critical needs which the medical profession 
has been derelict in meeting. We have failed to 
see the farmer blamed for lack of food, the land- 
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lord blamed for lack of housing or the manufac- 
turer blamed for lack of clothing. The supply- 
ing of these wants is readily admitted to be the 
responsibility of society. Medical needs, how- 
ever, by some peculiar line of reasoning are pre- 
sented as the responsibility of the medical pro- 
fession, and their existence as due to the stubborn 
failure of the profession to recognize and meet 
them. No credit is given to a profession which 
has given a million dollars a day in free service, 
and millions more in service rendered at a 
charge less than its cost. What comparable rec- 
ord have the purveyors of other necessities of 
life to offer? What other group of workers has 
so unselfishly admitted and met social emer- 
gency? Yet we are threatened with government 
intervention unless we correct a need coexistent 
with every other necessity, a need which we did not 
create, a need which thousands of others have 
failed to correct. 

The threat of a political agency, which has so 
failed in its effort to bring back prosperity through 
new philosophies, to take over the problem of 
medical care is the height of absurdity, and would 
be tragic in its consequences. The mills of the 
propagandist grind on, week by week and month 
by month. Expressive terms appealing to the 
emotions are used to designate the medically 
needy, until an entirely unproved condition is ac- 
cepted as a fact, even by some outstanding mem- 
bers of our own profession. 

Charges against a profession above reproach 
have culminated in an indictment by a grand jury. 
Defense of the quality of medical service and the 
disapproval of an experiment which could lead 
only to a competitive practice of commercial 
groups, each underbidding the other, have led to 
charges that the American Medical Association is 
a monopoly acting in restraint of trade. The pro- 
fession is accused of being insensitive to the so- 
cial currents of a changing world. We are pic- 
tured as a group dominated by old men, a term 
strangely reminiscent of that applied to an inde- 
pendent judiciary. A recent magazine article of 
the so-called liberal type announces that organ- 
ized medicine is doomed unless it is democra- 
tized. We are advertised on the pages of another 
periodical as money-mad doctors. We are libeled 
and threatened with a regularity which shows 
both method and purpose. God help us, for we 
too have differed with the all-wise, have called at- 
tention to their inaccuracies, have disputed their 
diagnosis and have refused to be stampeded into 
agreement with un-American and_ revolutionary 
doctrines. 

Any attempt to appraise or evaluate the prob- 
lem as a whole must take into consideration the 
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background and history of the medical profes- 
sion. Each step in its advance has been a battle 
against ignorance, suspicion and political and sel- 
fish interests. The present situation is not a new 
one, for the history of the practice of medicine is 
the history of a continued defense against its ene- 
mies. Scientific medicine of today, with all that 
has been accomplished, has been made possible 
only by the willing self-sacrifice of medical men. 
Can we do less today? 


Recall, if you will, the opposition faced in 
developing public-health measures. The wars 
on smallpox, on typhoid, on malaria and on yel- 
low fever were constantly handicapped by organ- 
ized opposition and high influence. Gorgas was 
near failure in Panama because of bureaucratic 
persecution. At one time nearly every town of 
any size boasted one or more private medical 
schools. The present standards of medical educa- 
tion have been made possible only by the cour- 
ageous work of the Council on Medical Educa- 
tion, yet no body of unselfish workers has been 
subjected to greater abuse. I am not an oldster, 
but I recall the days of Lydia Pinkham, electric 
belts. the traveling advertising quack and _ the 
Indian medicine show. I recall the time when 
the existence of most medical journals depended 
on the advertising of worthless proprietary prepara- 
tions and apparatus. I remember the slander 
suits brought against the officers of the Associa- 
tion because of its campaign against quackery 
and dishonest advertising, and the alarm felt a 
quarter of a century ago because of the plague 
of cult practitioners seeking a short cut to care 
for the sick. In defense of scientific medicine, 
we were then, as now, accused of being a high- 
handed monopoly. I recall the efforts required 
to develop and perfect our public-health service 
and our laws relating to license for the practice 
of medicine. There was determined opposition 
at every turn. 

Is all this the story of a group indifferent to 
human need? Is this a story of selfishness? Were 
these benefits for the physician? Or has there 
been enacted the drama of an idealistic profession 
fighting to wipe out the diseases which furnish 
it a livelihood, battling to protect its people 
against fraud and striving at all times to defend 
the advancement of science, and honesty in its 
application? 

The National Health Conference, called by 
the federal Interdepartmental Committee to Co- 
ordinate Health and Welfare Activities, was held 
in Washington in July, 1938. The proceedings 
were widely publicized. At this meeting a na- 
tional health program was announced and definite 
proposals were made. During September the 
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House of Delegates of the American Medical 
Association, representing 114,000 American physi- 
cians, was called into special session to consider 
these proposals and to formulate the policies of 
the Association as it related to them. The re- 
sults of this conference have been reported to you 
by your delegates, and have been published in 
the Journal of the American Medical Association. 
In the consideration of these proposals, the House 
was motivated by but one thought: if enacted 
what would each contribute to the prevention of 
disease, the prolongation of life and the allevia- 
tion of suffering, and at what cost would this 
he accomplished? In other words, what price 
glory? To what would it lead? Were question- 
able temporary advantages to be lost and offset by 
later disadvantages? To those plans which would 
benefit the people we serve we have offered our 
whole-hearted and unselfish support; that was 
our plain duty. It was equally our duty to op- 
pose in every way at our command unsound doc- 
trines which would eventually lower the qual- 
itv of medical service to the level of that in 
other countries, where the physician has been 
made subservient to political control. 

Since the meeting of the House of Delegates, 
the recommendations of the Technical Committee 
and the Interdepartmental Committee have been 
considered by three other national bodies of pub- 
lic servants to the sick — dentists, hospital admin- 
istrators and public-health officers. These asso- 
ciations. have arrived at conclusions surprisingly 
uniform with the policy established by the House 
of Delegates. The first two expressed frank op- 
position to compulsory health insurance. The 
American Public Health Association failed to en- 
dorse the proposal and thus it implied disapproval. 

Our critics have continued a campaign of pub- 
licity in order to create the impression that or- 
ganized medicine has failed to present a program, 
that government agencies have thus been forced 
to do so and that here at last is the way to the 
promised land. Let medicine accept it, or be 
convicted of toryism and forever hold its peace. 
The action of the House of Delegates in endors- 
ing every constructive element in the program is 
an answer to these charges. But was this so- 
called program in any respect new? It contains 
not a single constructive benefit which has not 
been advocated year after year by the medical 
profession. The main difference is that the new 
program specifies the number of million dollars 
required. That part of it concerned with the ad- 
ministration of compulsory health insurance has 
been included in the programs of all socialistic 
and communistic types of government. 

This is an appropriate point at which to com- 
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ment on the so-called National Health Program, 
and the report made on it by the Technical Com- 
mittee. Because I represent the practice of med- 
icine, and would be accused of bias, I shall re- 
frain from making any personal comment. 


Since this was a National Health Conference, 
let us see what one of America’s leading health 
authorities had to say on the subject. I quote from 
an address made before the New Jersey Health 
and Sanitary Association last November by Dr. 
Haven Emerson,* professor of public-health prac- 
tice at Columbia University. Let us remember 
that this is the appraisal of a man who has given 
his life to public-health work and who is not 
now, and never has been, engaged in the prac- 
tice of clinical medicine. 


We may ignore the errors of fact, of social theory 
and of methods employed by the present federal ad- 
ministration to promote acceptance of its proposals. 
However, it is obvious that the evidence on which the 
extravagantly phrased descriptions of the existing state 
of health and medical services in the United States ap- 
pear to have been based are inadequate to answer the 
questions at issue or to carry conviction to any but a 
credulous lay public. 

What has been published as a National Health Sur- 
vey was nothing of the kind, and what was publicized 
as a National Health Conference was not a conference 
at all but a sounding board before which a hand-picked 
and in the main a preconvinced group of invited guests 
listened to the report of a technical committee, with the 
doubtful privilege of extemporaneous comments but no 
opportunity for coliective consideration or adoption of 
the slightest change in the ready made proposals which 
they were assembled to endorse. . . . To describe the 
present state of the public health services of our coun- 
try as grossly inadequate is a mischievous untruth and 
expresses an emotional unbalance in the thoughts and 
experience of the technical committee members un- 
worthy of persons trusted with national statesmanship. 


We are now in fact the possessors of better general 
health, are less afflicted with preventable disease, are 
more secure in the survival of our offspring to ma- 
turity and have an average expectancy of life greater 
than that of any population group in the history of 
man, comparable in size, variety of races and distribu- 
tion in age, occupation and economic and climatic con- 
ditions. We are today at the very zenith of a march 
of progress toward national health. Never before in 
this or any other continent have any 130,000,000 peo- 
ple recorded such low death rates as will be reported 
in the United States for the year 1938 for all causes, 
for tuberculosis, typhoid, diphtheria and infant mor- 
tality. Not in our time has maternal mortality been 
so low, or the death rate from pneumonia. . . . Noth- 
ing new has been proposed, only a larger grant of 
money aid to the states from which the money was 
originally taken to the detriment of their own local 
programs. ... 

That a high quality of care has been given to the 
sick poor in the past is generally admitted and is at- 
tested by adequate statistical proof of the reduction in 
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morbidity and mortality to their present low levels 
among such persons. 

Some people will always need medical attention, but 
the reasons for this are not largely, if at all, the in- 
ability of these sick to pay for the cost of necessary 
treatment but chiefly result from ignorance, supersti- 
tion and misinformation growing out of religious be- 
liefs and faith in the promotion of advertised medica- 
ments. That anything like one third of the sick now 
lack medical care or that an even larger proportion of 
the population are hindered from gainful employment 
by preventable and remediable but uncared for disease, 
as the peroration of the technical committee would try 
to persuade us with statistics and emotional publicity, is 
just so far from the truth that it will be forgotten by 
the public and by the physicians of this country who 
know it is not so. 


Obviously the purpose of the Wagner Bill, as 
introduced in Congress on February 28, 1939, is to 
gain fulfillment of the so-called National Health 
Program although the measure is in many of its 
recommendations exceedingly vague. It author- 
izes the appropriation of vast sums of money be- 
fore the need for them has been shown by any 
dependable study. The advisory councils to be 
set up are vague as to their membership, their 
duties and their responsibilities. Open to criticism 
above all else is the extreme vagueness of the bill, 
in the light of the vast sums of money to be ex- 
pended, and the wide powers to be conferred on 
some federal officers in the control of spending, 
_and particularly in the decision as to which of the 
individual states shall benefit by the expenditures. 


The introduction of this bill was the culmina- 
tion of several years of preparatory propaganda 
intended to convince the uninformed that there 
had been a breakdown in medicine as in agricul- 
ture, industry, railroads, manufacturing and 
building. This is not true. In fact, medicine is 
almost the only major line of endeavor which has 
not failed; on the contrary, it has improved the 
quality of its service as well as its distribution dur- 
ing the depression years. This is shown by the 
lowest mortality and morbidity rates, those for 
1938, that any country has shown in the history of 
the world. Such needs as exist are only those co- 
existent with the needs of the necessities of life, 
and they have been met by American medicine as 
no others have been. 

It is indeed difficult for the medically trained 
mind to agree with Senator Wagner’s diagnosis or 
prescription. It is hard to conceive that the mere 
spending of millions of dollars is going to prove 
any more efficacious than it has in other ills re- 
ceiving the same treatment for the past six years. 

As I go about the country, one question more 
than any other is asked by both the laity and the 
members of our profession, and this question 
shows the effect of continued propaganda and mis- 
information. It is this: Why does not the Ameri- 
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can Medical Association do something or bring 
out a plan?) When the members of our own pro- 
fession ask this question, is it any wonder that lay 
people do? Let us try to answer it. . 

In the first place, the delivery of medical sery- 
ices is only part of a whole. Let us ask why the 
farmer does not do something about the food 
question; why the clothier does not do some- 
thing about the clothing question; why the land- 
lord does not do something about the housing 
question. 

Second, with the United States Public Health 
Service and the Metropolitan Life Insurance Com- 
pany both reporting within the last few months 
the lowest mortality and lowest morbidity in the 
history of this or any other country, is there any 
new or pressing or critical problem, requiring a 
revolutionary overthrow of all that has been so 
patiently built up through all the years? Grant- 
ing that there has always been and always will 
be room for improvement, is the situation so ur- 
gent that we must be stampeded into giving up 
an orderly, rational procedure, which has brought 
American medicine and American health to the 
highest point in history, for European panaceas 
that have all but wrecked medicine in these coun- 
tries? In view of these reports, let no one tell 
you that one third of the people of this country 
are without adequate medical care. 


Third, there are today more than three hun- 
dred so-called plans being tested in various parts 
of the country. Can any thinking person believe 
that one plan would fit the needs of all communi- 
ties? To do so is just as absurd as to expect a 
standardized pair of shoes to fill the needs of all 
who wear shoes. Plans must be fitted to indi- 
vidual conditions, just as treatment is fitted to the 
individual patient. A plan that fits an Eastern 
industrial center would not be suited to a West- 
ern community. A plan adequate to fill the needs 
of a Northern agricultural section would be 
worthless in a Southern Negro settlement. So let 
us stop talking about a plan. 

Fourth, to expect the American Medical Asso- 
ciation to “do something about it” is mere wishful 
thinking and evasion of responsibility. Who and 
what is the American Medical Association? You 
are the American Medical Association, of course. 
and if you who live in New Hampshire ask the 
American Medical Association to do the job for 
you, you are merely asking your neighbors to take 
on your responsibilities. Do the medical men 
of Alabama, Texas, Michigan or Ohio know your 
problems as you know them? Do you want them 
to prescribe for your patients without seeing them? 

What you often thoughtlessly refer to as the 
American Medical Association is a building in 
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Chicago —a clearing-house where paid employees 
make available to you any and all important in- 
formation, a helpful unit jointly established and 
maintained by all state and county societies. It 
is your servant, not your master, and no em- 
ployee, no board, no officer may establish policies 
for you to follow. They can only carry out the 
policies established by the House of Delegates, a 
truly democratic body, in which you have the 
same proportionate voice as any component state 
society. 

I am here today not to advocate a policy of my 
own but to give my support to the policies you 
have laid down for me to follow. The answer to 
the problem of improvement in the distribution 
of medical care in any community is in the hands 
of its own physicians, and God grant that it al- 
ways remain there. 

The doctor as we know him plays no part in 
the scheme of machine medicine. Socialized med- 
icine is medicine by rule. Patient and doctor 
alike are mechanized on an efficiency-production 
basis. The art of medicine is destroyed by polit- 
ical and business administration; human relations 
are lost with the introduction of a third party 
between the doctor and his patient. The patient 
becomes a mere case, to be recorded on the in- 
surance report at the end of a busy day, and 
the doctor, rule book in hand, thumbs the pages 
to see whether he has exceeded his authority. 
Those sponsoring this system of medicine have 
no understanding of what we mean when we 
refer to personal relations or insist on individual- 
istic practice. They admit medicine to be a serv- 
ice, but regard it as something that can be meas- 
ured out, dispensed by chain-belt methods and re- 
corded by bookkeeping. 

This cannot be, for medicine must be a person- 
alized service. Medical knowledge is a science, 
but its application to the sick person is an art. We 
do not treat textbook pictures, so treatment can- 
not be standardized. X-ray films and laboratory 
procedures are but aids, and the physician cannot 
tabulate their results on an adding machine and 
by the turn of a handle get the sum of a diag- 
nosis. Identical treatment is as rare as identical 
twins. The potency of a drug can be stand- 
ardized, but who can standardize its administra- 
tion to different patients? We are each different 
individuals, with different reactions to disease, with 
different reactions to treatment and with differ- 
ent reactions to those circumstances in life which 
influence our mental and emotional status. Just 
as we have different fingerprints so do we have 
different heart capacities under strain. We are of 
different ages, sexes, builds, weights, resistances, 
inheritances and temperaments, and one can only 
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be an individual in his illness, demanding and 
yearning for individual treatment and individual 
care. So it is that medicine does not lend itself in 
the art of its application to the mass-production 
methods of a modern industrialized and_social- 
ized society. Delivery of medical care can never 
be the furnishing of a packaged product. 


I am proud of medical men who are caring for 
the great masses of our people. I am proud of 
the record they have made. I am proud of men 
who are traveling lonely country roads at night, 
men who are bringing babies into the world at 
daybreak; men who are taking the responsibility 
of human life in the operating room; men who 
are saving sick children; men who are easing the 
pain of the aged; men who are friends, counselors 
and fathers to their people. These are the men 
who go to make up the American Medical As- 
sociation. 

Faithfully attended, the meetings of this asso- 
ciation are given over to a serious study for im- 
proving service to the sick; hours and wages have 
never been subjects for discussion. Its resources 
are spent on educational endeavors, in order that 
its members may better serve. Its publications are 
devoted to the science of medicine, in order that 
all that is new may be brought to the bedsides of 
the sick, even in the most remote districts. I chal- 
lenge anyone to find in the pages of these publi- 
cations anything that reflects in any way a sel- 
fish interest. 

The discoveries of the medical profession are 
given freely and promptly to humanity without 
individual profit. Its services are given within 
the means of the receiver to pay. Its charities 
are unequaled in the history of the world. Its ad- 
vancement in self-improvement has never been 
rivaled. Expectancy of life has been doubled, and 
the world has been made a better, safer and hap- 
pier place in which to live a life lengthened 
through its efforts. Fraud and quackery have been 
exposed and legislation protective to the people 
has been enacted. Education has been advanced 
and hospital standards elevated. The people 
have been taught how to avoid illness, and _re- 
search has been encouraged and financed. The 
highest standard of ethics of any profession or 
trade the world has ever known has been re- 
quired of the members of the American Medical 
Association. This is the organization of which I 
am proud; yet this is the organization which has 
been accused of being backward, conservative, sel- 
fish and indifferent to human needs. 

American medicine has never stood still. We 
are deeply conscious of improvements to be made 
in the distribution of medical care. We believe 
that no plan can be successful without the whole- 
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hearted co-operation of the medical profession, and 
that the Government, if sincere, will recognize 
that fact. We have recognized one, and only one, 
great responsibility —that to the people of our 
country. We have offered our hearty co-operation 
in perfecting our services to them. We will, 
however, not be a party to any plan which lowers 
the quality of medical service to even the poorest 
family. Maintaining our constant advance in the 
science of medicine, we are dedicated to a dis- 
tribution of the highest type of medical service 
possible to the people at a price they can afford 
to pay. The care of the sick must not be given 
over to commercial groups in open competitive 
bidding, each offering a little more for a little 
less. It must not be dominated by political con- 
trol. In the development of any plan, it is our 
plain duty to the American people to see that the 
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structure of medicine is not wrecked, for the 
future health and happiness of our people depend 
on its constructive advance. It must not be de- 
stroyed. 

In peace or in war, the medical profession has 
never failed the people of this country. It will not 
fail them now. Their needs are our needs, and 
they will be met as they have always been met by 
those who through daily contact with the sick 
know these needs better than any other. Our rec- 
ord is an open book, and we invite full compari- 
son of our unselfish and efficient public service 
with that of any other agency. 

American medicine stands united, proud of 
its record, loyal to its ideals and dedicated to 
those policies and principles which are necessary 
to ensure to the people of this great country the 
highest standards of medical service. 


FURTHER EXPERIENCES WITH POTASSIUM SULFOCYANATE 
THERAPY IN HYPERTENSION* 


Rocer W. Rosrnson, M.D.,t anv James P. O'Hare, M.D.t 


BOSTON 


[" IS a commonly accepted fact that many hy- 
pertensive patients carry a pressure which is 
dangerous, and that it is desirable to reduce this 
excessive circulatory load lest cardiac congestive 
failure, cerebral accident or other complications 
take place. The physician faced with such a prob- 
lem may have recourse to several therapeutic 
maneuvers. He may advise the patient to take 
adequate rest, avoid mental and physical strain, 
bring his weight to a more ideal level, eat sim- 
ple foods in small amounts, limit his fluid intake 
to reasonable levels and avoid excesses of any na- 
ture. If he adds to this a mild sedative, he will 
have given his patient what forms the backbone 
of our present-day therapy. To be sure, certain 
symptoms and signs demand specific drug ther- 
apy, but, by and large, drugs have been of com- 
paratively little value. 


Too frequently the above treatment leaves the 
patient with intravascular pressures that are still 
excessive, and the physician is left with a choice 
of offering his patient one of the various surgical 
operations or some of the recent depressor sub- 
stances derived from kidney extracts. While we 
admit that there are some undoubted surgical suc- 
cesses, we believe that proved cases are relatively 


*From the Medical Clinic of the Peter Bent Brigham Hospital. Aided 
by the Fund for Research in Renal and Vascular Disease. 

t+Formerly, assistant resident physician in medicine, Peter Bent Brigham 
Hospital, Boston. 

tAssistant professor of medicine, Harvard Medical School; senior associate 
in medicine, Peter Bent Brigham Hospital, Boston. 


few and that the whole problem of surgical ther- 
apy is still in a highly experimental state. What 
has just been said of surgery is even truer of the 
recently developed renal depressor extracts, which 
have yet to be properly evaluated. 

What resource is there, then, for the physician 
faced with the problem of the patient who still 
carries an excessive intravascular load in spite of 
carrying out carefully the usual treatment outlined 
above ? 

About ten years ago, treatment of hypertension 
by the cyanates, originally initiated by Pauli’ in 
1903, and revived largely through the efforts of 
Westphal,” * Nichols‘ and others, bade fair to be- 
come quite popular in this country. Wider ex- 
perience,” however, indicated that the drug while 
very effective in reducing pressures in certain 
cases was wholly ineffective in others. Further- 
more, there were far too many reports of such 
serious toxic effects as angina pectoris, cerebral 
thromboses and serious psychoses. One of the 
most damaging reports was that made by one 
of us (J.P.O'H.) in collaboration with others.’® As 
a result of these unsatisfactory and often highly 
disturbing effects, this form of therapy rapidly lost 
its popularity. 

In 1936, Barker" published a highly illuminat- 
ing paper in which he disclosed the reason for 
many of the bad effects of cyanate therapy. He 
found that different individuals cleared themselves 
of the drug at very different rates. A given dose 
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in acase Where renal clearance was rapid, therefore, 
might be wholly ineffective, whereas the same 
dose in a case where clearance was slow might 
have an excellent depressor effect. Through a 
rapid or marked heaping up of the drug in the 
blood stream, the severe and highly toxic effects 
were readily explained. Barker showed that by 
individualizing the dosage through control of the 
blood-cyanate level a satisfactory depressor effect 
could be obtained and most of the disturbing toxic 
effects be avoided. 

Our interest in the drug was revived by this 
report, and we decided to try it again, with ex- 
treme caution and under rigidly controlled condi- 
tions. The preliminary results, published by Mas- 
sie, Ethridge and O'Hare,’* confirmed the work 
of Barker and made us desirous of trying this ther- 
apy on a much larger group of patients. The 
present report records our experiences during the 
past year with 75 patients. 

Of this series, all but 7 cases were those of un- 
complicated vascular hypertension. Previous ex- 
perience with the toxic effects of this drug taught 
us to restrict its use to patients who had had no 
previous angina pectoris, congestive heart failure, 
cerebral accident or significant renal failure. The 
exceptions, which were deliberately chosen in spite 
of known exceptional histories, will be discussed 
later in this paper. 

Throughout the entire period of observation, all 
patients were instructed to follow our usual rou- 
tine therapy: of adequate rest, moderate exercise, 
weight control and avoidance of strains and ex- 
cesses of all kinds. No drugs were to be volun- 
tarily taken, with the exception of a sedative 
when necessary for sleep. 


METHOD OF TREATMENT 


All but 4 patients had been observed for at 
least three months before cyanate therapy was 
administered, and 33 had been followed for more 
than a year. During the control period some form 
of sedation, usually 15 or 30 mg. of phenobarbital 
three times a day, was given. 

The sulfocyanate was administered as the potas- 
sium salt in a 5 per cent solution of syrup of 
wild cherry. Accuracy of dosage was attempted 
by having the patient use a small measuring glass 
marked at 4 cc. so that a unit dose of 0.2 gm. might 
be easily available and accurate. Most patients 
were started on three daily doses of 0.2 gm. for 
three days. The dosage was then dropped to twice 
a day for the remainder of a week. At the end 
of this time the patients were examined. Specific 
inquiry was made as to toxic symptoms and the 
blood pressure was taken. A sample of blood was 
analyzed for cyanate concentration. If there were 
No toxic symptoms and no drop in pressure, ther- 
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apy was continued with two doses daily. There- 
after, dosage was regulated by the blood-cyanate 
and blood-pressure levels. Patients were seen ap- 
proximately once a week during the first six 
or eight weeks of therapy or until the blood pres- 
sure had dropped to an optimum level and the 
blood cyanate remained at a fairly constant con- 
centration without toxic symptoms. When this 
stage was reached the time interval between visits 
was increased to two or three weeks, and occa- 
sionally to as long as a month. 

On such a program it was found that, in order 
to obtain a therapeutic response at a satisfactory 
cyanate level, some patients required only 0.2 gm. 
three times a week, while others required as much 
as 1 gm. a day. This emphasizes the point that 
in order adequately to treat patients with cyanate 
the dose of the drug must be strictly individualized. 
It also explains why the routine method of giv- 
ing the same dose to all patients resulted in the 
past either in failure to obtain an adequate fall 
in blood pressure or in a high percentage of toxic 
manifestations. 


RESULTS OF TREATMENT 


In the evaluation of any form of therapy for 
hypertension one must take into serious account 
the marked variations that normally occur in the 
hypertensive state, and particularly the psychologi- 
cal effect of any new form of therapy. If one de- 
sires the truth about the effect of a given treat- 
ment, he should not recommend it highly to the 
patient, but rather adopt a non-committal or even 
pessimistic attitude toward it. In this series we 
have taken these factors into consideration so far 
as is possible in assaying the value of our treat- 
ment. 

For simplification of presentation and for fair 
comparison, all blood-pressure readings recorded 
in each case during the control period, as well 
as all readings while under therapy, were aver- 
aged. The average reading during the period of 
treatment was subtracted from the average control 
reading. Table 1 summarizes the pressure-reduc- 


Taste 1. Blood-Pressure Reducing Effects of Cyanate 
Therapy. 
AVERAGE DROP AVERAGE DROP 
OF SYSTOLIC CASES OF DIASTOLIC CASES 
PRESSURE PRESSURE 

mm. % mm % 
63 41 
42 30 or more.... 16 
36 
19 
60 or more.... 


ing effects thus obtained. A less conservative in- 
terpretation of our figures based on maximum 
rather than average drops discloses still more strik- 
ing effects. In 3 cases the systolic pressure fell 
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over 100 mm. and the diastolic more than 35 mm. 
Eight patients had an average lowering of systolic 
pressure of more than 60 mm., sustained for periods 
of three to fifteen months. The greatest average 
fall that was observed was 82 systolic, 34 diastolic, 
for five months, the next 71 systolic, 35 diastolic, 
for nine months. 

In addition to the definite hypotensive effects 
noted above, significant relief from symptoms oc- 
curred in many patients. The most noteworthy 
effects were the banishing of the typical severe 
headache in 18 of 20 patients, a general sedative 
effect, relief from insomnia and decrease in palpi- 
tation experienced by many. Other symptoms 
such as dizziness and tinnitus were not relieved. 

Unfortunately the results noted above do not 
tell the whole story. With this treatment, we 
have had failures and disturbing reactions. Nine 
of our cases were regarded as failures since no 
significant lowering of pressure was obtained. Ex- 
aminations of the records for possible causes of 
failure disclosed only the following facts. Three 
patients were young and had very high diastolic 
pressures (140). Two were elderly persons with 
marked arteriosclerosis. Three had to have treat- 
ment discontinued because of hallucinations or a 
severe dermatitis. One patient was simply not 
adequately treated, the blood cyanate never getting 
above 6 mg. per 100 cc., whereas the optimum 
level is 7 to 12 mg. per 100 cc. 

Untoward symptoms or effects were experi- 
enced in 29 cases. In the less serious group of 23 
cases, the toxic symptoms consisted of weakness, 
nausea, purpura, mild dermatitis and decreased 
libido. In 6 cases the complications were of a 
major order and consisted of such serious diff- 
culties as exfoliative dermatitis, cardiac conges- 
tive failure, angina pectoris, cerebral thrombosis 
and psychoses. 

Discussion of some of these difficulties seems 
pertinent in order to call attention to the necessity 
for caution in the use of this form of therapy. 
One of the most frequent manifestations of cyanate 
toxicity is a sensation of weakness and fatigue, 
variously described as “lack of pep,” “no ambi- 
tion” and “a lazy feeling.” Twelve patients com- 
plained of this symptom. Usually it was slight or 
moderate in degree and did not interfere with treat- 
ment. In some cases it occurred early and dis- 
appeared after the patient had been treated for a 
few weeks. In only 2 cases was it serious enough 
to necessitate stopping therapy; here the degree of 
weakness was extreme and was associated with a 
high concentration of cyanate in the blood, 14 mg. 
per 100 cc. in one case, and 17 mg. in the other. 
Nausea occurred in only 1 case. 

A possible explanation for this great weakness 
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is offered in some experiments performed by 
Friend and one of us (R.W.R.)."° Through use 
of the Warburg apparatus it was disclosed that 
in liver tissue exposed to hypertensive serum con- 
taining added amounts of potassium sulfocyanate 
the rate of oxygen consumption fell as the cyanate 
concentration increased. It was possible to de- 
crease the metabolism of liver as much as 40 per 
cent with a concentration of 20 mg. of cyanate. 
Since it is known that cyanate diffuses equally 
into all extracellular fluids, it was thought that a 
continuous moderate reduction in the metabolism 
of all tissues of the body might well be the ex- 
planation for the weakness of which these patients 
complain. 

Four types of skin rashes were noted in 8 cases. 
The most frequent type consisted of reddish 
macules and small erythematous patches, very sim- 
ilar to petechiae. These occurred most frequently 
on the volar surfaces of the forearms and over the 
extensor surfaces of the legs, and were usually 
accompanied by pruritus. The second type was 
maculopapular and occasionally pustular, involving 
the face and the upper portion of the chest and 
back. It was difficult, at times impossible, to dif- 
ferentiate this type of lesion and a_seborrhoeic 
dermatitis. Occurring only during the time of 
treatment and disappearing slowly when the cy- 
anate was withdrawn, it forced us to the conclu- 
sion that it must be due to the drug. It is in- 
teresting to note that patients with either type 
of drug eruption behaved in one of two ways. 
Some were repeatedly sensitive to small doses of 
the drug, while others developed no rash until the 
blood cyanate had reached a high level (12 to 
17 mg. per 100 cc.). A third type of lesion, purpura, 
was noted in 3 cases. Without obvious trauma, 
ecchymoses 2 to 3 cm. in diameter appeared in 
various parts of the body. As pointed out previ- 
ously,’” patients taking cyanate tend to bleed 
easily from the wound of a venipuncture and 
from the nose, uterus and so forth and the purpura 
may be merely part of this tendency. Unfortu- 
nately we did not study the number of blood plate- 
lets in these cases. 

While the three types of eruption described 
were quite obvious, they were not bothersome. In 
1 case, however, there occurred an extremely dis- 
turbing dermatitis exfoliativa involving the en- 
tire body, even including the mucosa of the mouth 
and pharynx. This appeared at a blood-cyanate 
level of 14 mg. per 100 cc. A month passed after 
the drug was stopped before the lesions entirely 
healed. It is of interest to note in passing that a 
pre-existing dermatitis may flare up under ther- 
apy. This happened in 2 cases in which there 
was also a typical cyanate rash. 
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Two male patients complained of a decrease in 
libido while receiving cyanate. A normal libido 
returned when the drug was stopped. 

One of the traditional arguments against low- 
ering the blood pressure in hypertensive patients 
is that they need a certain head of pressure in 
order to supply the tissues adequately with blood. 
We have always been apprehensive that we might 
lower the blood pressure to a point where a throm- 
bosis in a coronary or cerebral artery would occur. 
To date, no case has developed a myocardial in- 
farction. We have, however, noted the onset of 
angina pectoris, associated with a marked drop in 
blood pressure, in an elderly patient with mod- 
erate arteriosclerosis. This occurred when the blood 
pressure had dropped from 250 systolic, 120 diastolic 
to 160 systolic, 90 diastolic. The patient for the first 
time had typical symptoms of angina pectoris, oc- 
curring several times a day on exertion. The pain 
was relieved by rest; the attacks disappeared when 
the cyanate was stopped and the blood pressure was 
allowed to return to above 200 systolic. This ex- 
perience has taught us that too great a reduction 
in blood pressure, especially in elderly, arterio- 
sclerotic patients, is not a wise procedure. A less 
dramatic but more optimum drop in pressure, from 
250 to 200 systolic, would probably have been bene- 
ficial to the patient without this serious and annoy- 
ing complication. We have previously reported a 
similar case. 

In spite of these two experiences, and because 
Barker’* had found an increased coronary flow 
in normal dogs after the administration of cyanate, 
we selected a willing patient with marked angina 
and a very high blood pressure (270 systolic, 128 
diastolic) in order to see whether lowering the 
pressure would decrease the angina. The pres- 
sure was lowered approximately 70 mm. systolic 
and 35 mm. diastolic, and the patient had markedly 
fewer attacks for eleven months under treatment. 
Unfortunately these results are not so clear-cut 
as would appear, since the patient lost 20 pounds 
during the experiment and ate much smaller 
meals. This last may have accounted for the ab- 
sence of his customary postprandial attacks. It is 
of significance, however, that with a much lower 
blood pressure he had fewer rather than more at- 
tacks of angina. 

While we may reasonably claim that we de- 
creased the angina in this case, we unfortunately 
may have caused another circulatory difficulty by 
lowering the pressure to such a degree. After 
eleven months he had a cerebral thrombosis with 
complete hemiplegia. It is difficult to say whether 
the thrombosis was the result of the cyanate 
therapy. A blood pressure of 220 systolic, 120 
diastolic, immediately after the cerebral accident 
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made it difficult to determine this point. This is 
the only case of its kind that we observed during 
this study. It is interesting to speculate why the 
thrombosis did not occur in the coronary arteries 
instead of in the cerebral vessels. 

In only 1 case have we noted myocardial fail- 
ure during cyanate therapy. This occurred in a 
forty-eight-year-old, hypertensive patient who two 
years previously had had a period of mild heart 
failure. On bed rest and digitalis, compensation 
had returned. From that time on, in spite of 
moderate activity, she had had absolutely no sign 
of heart failure, although she continued to take 
a maintenance dose of 0.2 gm. of digitalis. The 
heart was moderately enlarged and the average 
control blood pressure was 240 systolic, 140 dias- 
tolic. In spite of this story of previous congestive 
failure, and because the blood pressure was very 
high, we gave cyanate in addition to digitalis, in 
order to determine whether the patient would be 
better off with a lighter arterial load. During the 
seventh week of therapy, with the blood pressure 
at 150 systolic, 110 diastolic, she began to have at- 
tacks of nocturnal dyspnea, and rales at both bases 
appeared. The cyanate was stopped and the 
patient was treated with rest, digitalis and ammo- 
nium chloride. The heart compensated in about 
two weeks. Within ten weeks of the time of stop- 
ping the cyanate the blood pressure had returned 
to 210 systolic, 120 diastolic. From then on, 
there was no evidence of myocardial weakness. 
One year later the patient suffered a cerebral hem- 
orrhage, was admitted to the hospital and died in 
forty-eight hours. The blood pressure on the last 
admission was 250 systolic, 130 diastolic. This 
case confirmed our previous impression that it was 
extremely dangerous to lower the blood pressure 
with cyanate in cases where there had previously 
been congestive heart failure. 

Much more disturbing to us were the 3 cases 
in which the patients developed transient periods 
of hallucinations while taking cyanate. One of 
the patients was an elderly woman who had pre- 
viously had a cerebral accident and whose blood 
pressure before treatment was very high — 275 
systolic, 150 diastolic. Within one week of start- 
ing cyanate, hallucinations appeared at a blood- 
cyanate level of 10 mg. per 100 cc. Although the 
patient was oriented as to time and place she had 
hallucinations and ideas of persecution. This 
lasted for forty-eight hours and disappeared when 
the drug was discontinued. This patient never 
again received cyanate. Three months later she 
had a second cerebral accident and died in another 
hospital. 

The second patient, who was a very high-strung, 
Spanish woman of sixty-four, had a blood pres- 
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sure frequently ranging as high as 300 systolic, 
170 diastolic. After a month of treatment the 
blood-cyanate concentration was 14 mg. per 100 ce. 
At this time she had _ hallucinations lasting for 
thirty-six hours. These disappeared with the 
prompt discontinuance of the drug. As neither 
of these patients experienced more than a mod- 
erate reduction of pressure, it seems logical to 
attribute the hallucinations to the toxic reaction 
of the drug rather than to a suboptimal lowering 
of the blood pressure. 

The third patient, a woman of sixty-three, had 
a much more serious type of reaction to the drug. 
She had also had a previous cerebral accident. 
The blood pressure ranged around 250 systolic, 140 
diastolic. With a urea clearance of only 52 per 
cent of normal, she rapidly built up her blood- 
cyanate level to a toxic concentration. During 
the third week of visits to the clinic, the blood 
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The average control blood pressure on each pa- 
tient was very high. Each patient had marked evyi- 
dence of arteriosclerosis in the fundi and at least 
moderate changes in the peripheral arteries. Kid- 
ney function was normal in all but 1 case —in 
which the blood cyanate was increased quickly to 
toxic levels and the patient developed a serious psy- 
chosis. Perhaps the most significant point is that 
4 of these 6 cases should have been excluded by 
our rule to treat only patients with an uncom- 
plicated vascular hypertension. We knew that 
1 patient had had angina pectoris; 1, an episode of 
congestive heart failure; and 2, cerebral accidents, 

The 2 patients who developed mild hallucina- 
tions had a reaction to amounts of the drug within 
the range of that of those having no untoward 
reaction. The patient who developed the serious 
psychosis had a cyanate intoxication due to an 
abnormally high concentration of the drug in the 


Taste 2. Significant Data in Cases with Severe Complications. 

CASE AVERAGE CONTROL — BLOOD- RETINAL PERIPHERAL CARDIAC AVERAGE DROP PREVIOUS 

No. AGE BLOOD CYANATE ARTERIO- ARTERIO- ENLARGE- RENAL FUNCTION IN BLOOD COMPLICA- 

PRESSURE LEVEL SCLEROSIS SCLEROSIS MENT PRESSURE TIONS 
yr. mm. mg. per 100 cc. mm, 

1 55 250/150 10 ++ + + ++ Normal 14/6 Cerebral accident 
2 65 260/120 6-8 +++ ++ Normal 68/24 None 

3 57 260/140 25 +++ ++ +++ Slight decrease 46/14 Cerebral accident 
4 63 270/128 7-11 ++ + Normal 71/35 Angina 

5 64 270/145 14 ++ Normal 35/14 None 

6 48 250/150 7-12 +++ ++ +++ Normal 62/29 Heart failure 

pressure had fallen from 260 systolic, 140 diastolic, blood. If we had been alert to the situation this 


to 230 systolic, 110 diastolic. The patient had been 
having some slight difficulty in articulation, but 
this was interpreted as being secondary to the previ- 
ous cerebral accident. The next day, when the blood 
cyanate was found to be 22 mg. per 100 cc., a far 
different interpretation was placed on her speech 
defect and word was sent to her to stop the drug 
immediately. For some reason she failed to heed 
this advice and continued to take the drug during 
the fourth week. At the end of this time the blood 
pressure was 200 systolic, 110 diastolic, and the 
blood cyanate 25 mg. per 100 cc. She became 
mentally confused and had motor aphasia, hallu- 
cinations and paranoid delusions. Her memory 
and orientation were poor. She was admitted at 
once into the hospital and was given fairly large 
amounts of fluid and salt in an attempt to help her 
excrete the retained cyanate. In spite of this she 
eliminated the drug very slowly, taking two and a 
half weeks to lower her blood cyanate from 24 to 
15 mg. per 100 cc. At this level she became 
mentally normal. 

The records of these 6 patients who had severe 
complications during cyanate therapy were stud- 
ied in an effort to find the reason for them. The 
significant data are given in Table 2. 

The following facts are to be especially noted. 
Five patients were over fifty-five years of age. 


complication would probably not have occurred. 

The development of angina, cerebral thrombosis 
and heart failure in the other patients appeared 
to be due to an excessive drop in blood pressure 
averaging over 60 mm. systolic, 25 mm. diastolic, 
in each case. While younger patients without 
complications had been able to tolerate even greater 
falls in pressure, levels were reached in_ these 
older and complicated cases of hypertension which 
brought the local circulation below its minimum 
effective level. 

It is obvious then that some of the complica- 
tions were due to definite reactions to the -drug, 
while others were associated with excessive drops 
in blood pressure. It is clear also that most of 
the severe complications occurred in patients who 
were exceptions to our previous decision to limit 
patients to those with uncomplicated vascular hy- 
pertension. 


DISCUSSION 


It seems clear from Table 1 that potassium sulfo- 
cyanate administered according to our plan has the 
power to depress blood pressure in a fairly large 
proportion of cases of uncomplicated vascular hy- 
pertension. 

Just what the mechanism is that brings about 
such effects is still quite uncertain. Barker'’ has 
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suggested that there may be a decreased viscosity 
of the blood—an inference drawn from the 
anemia, lowered blood protein and especially the 
fibrinogen content of the blood. Studies made by 
us on peripheral blood flow in these patients so 
far have indicated no effect on the peripheral 
arteries or arterioles. The most significant data 
thus far obtained are those drawn from the experi- 
ments with the Warburg apparatus referred to 
previously. These clearly showed that blood con- 
taining cyanate in equivalent amounts to some of 
our high levels in man caused a depression in the 
oxygen consumption of liver cells. If we can as- 
sume that a similar depression takes place in other 
organs we have an adequate explanation for many 
of the effects we have observed from this drug. 

Our present beliefs concerning the use of sulfo- 
cyanate in the treatment of patients with hyper- 
tension may be summarized as follows: 


Patients should not be over sixty years of age; 
should not have severe arteriosclerosis or arteriolar 
sclerosis, and should have uncomplicated vascular 
hypertension; that is, they should not have sig- 
nificant renal disease or have had congestive heart 
failure, angina pectoris, a cerebral accident or any 
mental disturbance. 


Patients should be closely watched for several 
weeks after the beginning of treatment. Such ob- 
servation should take the form of weekly deter- 
minations of blood pressure and blood cyanate, ex- 
amination of the skin for fresh eruptions and 
careful inquiry about toxic manifestations. Even 
after the optimum dosage has been determined the 
patient must be in contact with the physician, and 
should be seen at least once a month while taking 
the drug. Anemia, cabbage goiter and profound 
changes in blood cholesterol may develop in- 
sidiously. 


The blood-cyanate concentration should be main- 
tained at the lowest possible level consistent with 
a good therapeutic result. Great care should be 
taken in using cyanate concentrations above a 
blood level of 12 to 14 mg. per 100 cc. since ex- 
perience shows that higher concentrations may be 
very dangerous. A level of 7 to 12 mg. per 100 cc. 
seems to be an optimum one. 


If a patient fails to respond at blood levels of 
12 to 14 mg. per 100 cc., maintained for two to 
four weeks, the treatment should be regarded as 
a failure and be stopped. The development of any 
toxic symptoms or complications other than mild 
weakness or a slight rash calls for prompt cessa- 
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tion. It is well to stop therapy automatically for 
one or two weeks every two or three months. 

An optimum rather than a maximum drop in 
pressure should be sought, especially in older pa- 
tients. 


We do not believe that cyanate therapy is the 
ideal therapy for hypertension, but we do believe 
that under the conditions here prescribed it adds 
to the therapeutic armamentarium another effective 
weapon, which may serve until a better mode of 
treatment has been devised. 


SUMMARY 


Seventy-five patients with hypertension were 
treated with potassium sulfocyanate given by 
mouth. All were ambulatory. All were followed 
closely with blood-cyanate studies. Maximum 
drops in blood pressure of over 100 mm. systolic 
and 35 mm. diastolic were observed in 3 cases. 
Average drops of 40 mm. systolic and 20 mm. 
diastolic occurred in 63 per cent of the patients. 
Symptomatic effects of the drug were noted chiefly 
in the relief of hypertensive headaches in 18 out 
of 20 cases. Toxic symptoms occurred in 29 cases, 
or 38 per cent. The less serious toxic complica- 
tions, accounting for 23 of these 29 cases, consisted 
of nausea, weakness, dermatitis, purpura and a 
decrease in libido. Serious complications consist- 
ing of dermatitis exfoliativa, congestive heart fail- 
ure, cerebral thrombosis, angina pectoris and psy- 
choses occurred in 6 cases. 

From our experience with sulfocyanate therapy, 
we have concluded that this form of treatment of 
uncomplicated vascular hypertension in patients 
under sixty years of age, when carefully controlled, 
has decided value. 
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BILIARY SURGERY IN THE AGED* 
A Study of 100 Consecutive Cases 
Tuomas B. Quictey, M.D.? 


BOSTON 


A STRIKING result of the progress of civili- 
zation in the past century has been the in- 
crease in the average span of life. A baby born 
in the United States in 1850 had a life expectancy 
of about forty years. A baby born today can look 
forward to approximately sixty years of life (Fig. 
1)."* At the same time there has been a decrease 
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Ficure 1. The Increase in the Expectation of Life at Birth: 
Massachusetts 1850-1930 and estimated future trend. 


in the birth rate, and these two factors have oper- 
ated to produce a tremendous shift in the age 
composition of the population. ‘Today persons 
over sixty-five constitute 6.4 per cent, and in 1980, 
other things being equal, they will constitute 14.4 
per cent. In other words, about 8,400,000 of our 
present population of 132,000,000 are sixty-five or 
over; forty years hence they will constitute 
22,000,000 of a population of 153,000,000 (Fig. 2). 

It is apparent, therefore, that the medical pro- 
fession is soon to be confronted with a consid- 
erably larger number of aged individuals who, as 
Brooks® says, may not tolerate summary dismis- 
sal as “too old for surgery.” In view of this, cer- 
tain aspects of surgery of the aged seemed worthy 
of review. 

The surgical treatment of non-malignant dis- 
ease of the biliary tract was selected for this study 
because it involves a small number of well-stand- 
ardized procedures which can be statistically ana- 
lyzed with reasonable accuracy, and because the 
incidence of biliary disease increases with age. 
The latter fact has been well established by the 
clinical researches of Deaver and Bortz,* Mentzer,” 
Graham et al.,° Crump’ and others. It is illus- 


*From the Surgical Clinic of the Peter Bent Brigham Hospital, Boston. 


+Assistant in surgery, Harvard Medical School; junior associate in surgery, 
Peter Bent Brigham Hospital, Boston. 


trated in Figure 3, which is based on Crump’s ex- 
haustive study of the biliary system in 1000 con- 
secutive routine necropsies at the Pathologischen- 
Anatomischen Institut des Krankenhauses in 
Vienna. 


One hundred consecutive cases of biliary sur- 
gery on patients over sixty-five years of age at 
the Peter Bent Brigham Hospital were selected for 
the present study. The series included 31 men and 
69 women. The average age was sixty-nine. 
Eighty-seven patients were well on discharge and 
13 died in the hospital. Thirty-six —12 men and 
24 women — were treated as private patients. Of 
these only 1, a sixty-seven-year-old man with syph- 
ilitic heart disease, aneurysm, chronic nephritis, 
cholangitis and acute cholecystitis, failed to sur- 
vive operation. The ward patients, therefore, 
were considerably poorer risks than were those in 
the private group. This fact must be attributed to 
inferior economic status and delayed hospitaliza- 
tion, since the bulk of the surgery on these ward 
patients was done by senior surgeons. 


Eight of the 12 ward deaths occurred among 
19 men, while only 4 of 45 women succumbed. In 
7 of these 8 fatal cases among the men surgery 
was imperative; 5 patients had acute cholecystitis, 
and only 1 survived. If the 29 cases in which sur- 
gery was imperative be excluded, 3 deaths oc- 
curred among 71 patients, a mortality rate of only 


4 per cent. 
The effect of this factor is also seen in Table 
1, in which the series is divided into three 


Taste 1. Mortality in Relation to Principal Diagnosts. 


Morratity Rates 


D1acnosis ALL AGES* oveER 65 
% % 
Cholecystitis and cholelithiasis: 
Choledocholithiasis. 12 12.8 


*Zollinger and Young® and Branch and Zollinger.® 


groups,—acute cholecystitis and _ cholelithiasis, 
chronic cholecystitis and cholelithiasis, and chole- 
docholithiasis, —and the mortality rates for each 
are compated with those for 300 consecutive cases 
of all ages reported by Zollinger and Young,® and 
235 cases of acute cholecystitis reported by Branch 
and Zollinger.’ 


Vol. 221 No. 25 

The nearly equal mortality rates for cases with 
stone in the common duct in the two series is 
probably due to the fact that stones of the com- 
mon duct, like gallstones in general, occur most 
frequently in the older age groups. Most of Zol- 
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The type of anesthesia apparently had little or 
no effect on the mortality. None of the deaths 
could be attributed directly to the anesthetic. 
Ether, alone or in combination with nitrous 
oxide, Avertin or novocain, was the overwhelming 
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Ficure 2. The Trend of Population Change by Broad Age Classes: 1900-1980. (Reproduced 
from The Problems of a Changing Population [Washington: 1938] by courtesy of the 


publisher, Government Printing Office.) 


linger and Young's patients with stones of the 
common duct were over sixty years of age. 

The mortality in relation to the operative pro- 
cedure is presented in Table 2. The 4 pa- 


Taste 2. Mortality in Relation to Operative Procedure. 


NO.OF NO. OF MORTALITY 


OPERATION CASES DEATHS RATE 

% 
ee 6 2 30 
35 4 11 
Cholecystotomy and later cholecystectomy 4 1 25 
Cholecystectomy and choledochostomy.. . 47 6 13 
Cholecystenterostomy 4 0 0 


tients on whom exploration of the common duct 
alone was carried out, and all of whom. sur- 
vived, had been previously subjected to cholecys- 
tectomy elsewhere. The presence of jaundice at 
the time of operation is not in itself a particu- 
larly bad omen. Of 46 such patients only 7 died, 
and none of these died of hemorrhage. In fact, 
one is struck by the absence of emphasis on hem- 
orrhage in the operative notes. This may bear 
some relation to the fact that no patient in the 
series who was in good general condition prior 
to operation was in shock immediately afterward. 


favorite, being used in 87 cases, despite the fact 
that it is frequently condemned in the literature 
on the surgery of the aged. Ethylene and cyclo- 
propane, which are frequently recommended, have 
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Figure 3. The Occurrence of Gallstones in Relation to Age: 
1000 routine necropsies (modified from Crump’ ). 


never been used at the Peter Bent Brigham Hos- 
pital. 

In Table 3 the series is analyzed from the point 
of view of whether the surgery was elective or 
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imperative. Only in those cases in which the 
choice appeared to lie clearly between operation 
and inevitable progression of the illness was sur- 
gery considered as imperative. The great majority 
consisted of cases with acute abdominal catas- 


Tasre 3. Mortality in Relation to Imperative and Elective 


Surgery. 
NO. OF NO. OF MORTALITY 
TYPE OF SURGERY CASES DEATHS RATE 
% 
MEN 
Imperative ..... 12 7 58.3 
9 2 10.5 
WOMEN 
Imperative .... 17 3 17.6 


trophes, acute cholecystitis which failed to sub- 
side under conservative general measures and pro- 
gressive jaundice. The highest mortality oc- 
curred among men for whom surgery was im- 
perative. Of 52 women for whom surgery was 
elective, only 1 died. 

Evidence that the cardiovascular systems of these 
100 patients were in excellent condition is shown 
by their blood pressures. These are compared in 
Table 4 with the figures for corresponding ages 


Taste 4. Average Blood Pressures Compared to Normal 
Blood Pressures for Ages Sixty-five to Ninety. 


Cases IN Tuts SERIES 


NorRMAL 
Sex Cases* LIVING DEAD 
(87 cases) (13 cases) 
mm. mm. mm. 
: 156/70 141/81 153/87 
Women ... 163/89 145/62 144/81 


and Richter. 


obtained by Saller’® from a study of the blood 
pressures of 4000 healthy individuals and with 
those from a similar investigation by Richter’ of 
165 aged men. An explanation for the relative 
hypotension of our patients may lie in the fact that 
almost none were overweight. The average weight 
for the series was only 136 pounds. The relation 
between obesity and high blood pressure has been 
well Chronic biliary disease is 
not conducive to overeating, and the average dura- 
tion of symptoms prior to operation in this series 
was five and a half years. However, the 9 men 
who failed to survive, and who exhibited higher 
blood pressures than the others, were also some- 
what heavier, averaging 155 pounds. 

Nineteen (22 per cent) of the 87 patients who 
were discharged well developed postoperative 
complications. Each of the following sequelae 
occurred once: pyelitis, parotitis, wound infec- 
tion, senile dementia, coronary thrombosis, car- 
diac decompensation and cardiac asthma. Cys- 
titis and protracted vomiting each occurred in 3 
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patients. Three patients exhibited unmistakable 
evidence of pulmonary infarction, but no deaths 
from massive pulmonary embolism occurred. In 
3 patients profound apathy developed. Each of 
these patients had been jaundiced at the time of 
operation and drained large quantities of bile 
after it. The apathy promptly disappeared when 
the drainage diminished or bile was administered 
by mouth. Three patients had diabetes mellitus, 
and 1 of them died. Two had pernicious anemia, 
and both survived operation. 

The deaths in the series are reviewed in Table 5. 
In considering the postoperative complications and 
deaths in these aged patients, one is struck by the 
remarkable tenacity with which they cling to life. 
The complications on the whole were minor, and 
death when it occurred was often late in the post- 
operative period after a long struggle with de- 
generative disease or sepsis. As Rowntree’ has 
said, the aged are very often “good livers and take 
a lot of killing.” 


COMMENT 


Until recent years relatively little was writ- 
ten on the subject of surgery in the aged. 
Morton’® has properly given credit to the urolo- 
gists as the pioneers in geriatric surgery. They 
have demonstrated beyond question the value of 
careful preoperative preparation by reducing the 
mortality of the formidable operation of prosta- 
tectomy to an insignificant figure. Aged patients 
for whom surgery is contemplated fall into two 
groups, those whose normal routine of life should 
be disturbed as little as possible during the period 
of preparation, and those who would be benefited 
rather than harmed by prolonged rest in bed. Sir 
James Paget’ recognized these two types when 
he wrote in 1875: 

Years, indeed, taken alone are a very fallacious mode 
of reckoning age: it is not the time, but the quantity 
of a man’s past life that we have to reckon. . . . The 
old people that are thin and dry and tough, clear voiced 
and bright-eyed, with good stomachs and strong wills, 
muscular and active, are not bad; they bear all but the 
largest operations very well. But very bad are they, 
who, looking somewhat like these, are feeble and soft 
skinned, with little pulses, bad appetites, and weak 
digestive power; so that they cannot, in an emergency, 
be well nourished. 


The cardiovascular and urinary systems must be 
carefully evaluated in each patient, but evidence of 
impaired function is not necessarily a contrain- 
dication to operation. The heart or excretory ap- 
paratus that has successfully withstood the in- 
sults of seventy years of active duty is often 
likely to come through a major surgical proce- 
dure with flying colors. Digitalis should not be 
forgotten. There is no objection to giving the 


average patient over sixty-five digitalis almost to 
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the point of saturation or of physiological activity 
prior to operation, so that if signs of decompen- 
sation or irregularity of rhythm should appear 
postoperatively, digitalization can be easily and 
quickly accomplished. The diet should of course 
be rich in vitamins and carbohydrates. The liver 
should be filled with glucose, which can be 
given conveniently as candy. Jaundiced patients 
should receive a smal] intravenous infusion of 
concentrated glucose on the morning of operation. 
Alcohol in small quantities has a definite place in 
the treatment of these patients, both as a food 
and as a psychological sedative. 


Ideally, the operation itself should be an inci- 
dent in treatment. Morton’® points out that the 
delicate technic of Halstead is essential. Rough 
and bloody operating has no place in geriatric sur- 
gery. Old people, like babies, do not stand 
trauma well. Speed is emphasized by many as 
of great importance, but, as Rowntree’ says, an 
hour of gentle manipulation is far preferable to 
ten minutes of trauma. Bailey’® has emphasized 
the essential fact that the cardiovascular system 
grows less resilient with age, and that the aged 
slip into shock more subtly and come out more 
slowly than do the young. 

The type of anesthesia apparently makes lit- 
tle difference. However, as Newton’® and Ran- 
kin and Johnston*® have said, it is essential 
that it be skillfully administered. Ether, with a 
minimum of preoperative medication, may often 
be preferable to local or spinal novocain rein- 
forced by respiratory depressant drugs. Cutler 
and Zollinger** have called attention to the fact 
that when novocain is used it should contain no 
adrenalin, lest angina pectoris or even coronary 
thrombosis be precipitated. Furthermore, the 
hemostatic effect of adrenalin is transitory, and its 
use may be followed by a higher incidence of 
hematoma formation in the wound. Avertin, as 
a rule, is unsafe unless given in small doses and 
syphoned off, as Booth*? has suggested, just be- 
fore the operation. 

Parenteral fluids should be given aa in- 
variably after operation, but not in too great a 
quantity or too rapidly. An attack of pulmonary 
edema may be a far more serious ordeal than the 
operation itself. Morphine and other respiratory 
depressing drugs should be reduced to the mini- 
mum. Atropine is of great value in drying up 
bronchial secretions and forestalling pulmonary 
atelectasis and its sequelae. Rankin and Johnston*° 
emphasize the need of frequent changes of posi- 
tion in bed, deep breathing exercises and carbon- 
dioxide inhalations. As soon as possible the pa- 
tient should be out of bed. Sometimes this can 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Dec. 21, 1939 


be accomplished on the first postoperative day, 
but it should never be done when it might prove 
exhausting. A nice balance must be struck be- 
tween the patient’s strength and the dangers of 
hypostatic pneumonia. 

Finally, the mental attitudes both of the patient 
and of those attending him are all-important. It has 
often been said that a surgeon will do well to think, 
not twice but several times, before operating on a 
patient who has no desire to live. All too often such 
patients do succumb, and for no apparent particular 
reason. The surgeon and his assistants should be 
cheerful, but not patronizing. The patient’s 
whims should be scrupulously respected, even to 
the point of disrupting the ordinary hospital and 
nursing routine. Old people stand regimentation 
poorly, as Morton’® has pointed out. Rowntree?® 
has phrased the matter delightfully in saying that 
the aged patient should be treated “physically like 
a child, but mentally like an emperor.” 


SUMMARY 


The increasing proportion of the aged in the 
general population is discussed. 


One hundred consecutive cases of non-malignant 
biliary disease in patients over sixty-five years 
of age, in which operation was performed, are 
analyzed. 

The surgical management of aged patients with 
biliary disease in patients over sixty-five years 


124 Commonwealth Avenue. 
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THE TREATMENT OF HYPOPROTHOMBINEMIA 
WITH SYNTHETIC VITAMIN Ki 


Report of Two Cases 
Howarp A. Frank, M.D.,* Hurwitz, M.D.,t ann M. SeticmMan, M.D.i 


BOSTON 


ya K was isolated by Dam et al.’ and 
by Doisy et al.2 and was characterized as 
a quinone by the latter group.* Fieser et al.* 
first postulated that vitamin Ki was 2-methyl-3- 
phytyl-l, 4-naphthoquinone. He synthesized this 
compound and showed it to be identical with 
the natural vitamin Ki, which he had isolated 
from alfalfa. Doisy et al.° independently con- 
firmed the structure of the vitamin. The method 
of synthesis® has been stated so as to provide 
a practical source of the pure vitamin in quan- 
tity. Fieser reported that this compound had 
the same degree of activity in chicks deficient 
in vitamin K as had the natural vitamin, as shown 
in experiments by W. L. Sampson. The present 
paper reports the use of synthetic vitamin Ki in 
two clinical cases of obstructive jaundice, a pre- 
liminary announcement of this study having been 
made by Fieser.° 


The prothrombin determination of Quick’ was 
employed. In all tests vacuum-sealed portions of 
the same original preparation of thromboplastin 
were used. In every determination the activity of 
the thromboplastin was checked against at least 
one control. In a series of 75 normal subjects the 
prothrombin clotting time was found to range 
between 13.0 and 22.0 seconds. Repeated deter- 
minations of the prothrombin time of each normal 
plasma specimen checked within 1.0 second. In 
the abnormal specimens the end point was less 
sharp. 

No ill effect was observed in white mice which 
were fed 10-mg. doses of the synthetic vitamin, 
nor in 3 human subjects each of whom was given 
20 mg., together with bile, by mouth. 

For intravenous use the synthetic vitamin,§ 
which is an oil at room temperature, was given as a 
freshly prepared colloidal suspension in 10 per cent 
glucose. This solution was prepared by dissolving 
10 mg. of the oil in 2 or 3 cc. of absolute ethanol; 
this was boiled in order to sterilize the quinone and 
was slowly introduced, by means of a pipette, be- 
low the surface of a well-agitated sterile solution of 
1000 cc. of 10 per cent glucose in distilled water. 
The final solution was slightly opalescent.|| No 


*Assistant resident in surgery, Beth Israel Hospital, Boston. 


fAssistant in surgery, Harvard Medical School; outpatient surgeon, Beth 
Israel Hospital. 


tHouse officer in surgery, Beth Israel Hospital. 


particulate matter could be seen microscopically, 
nor was there any tendency for the quinone to 
separate as an oil, even after standing for several 
days. Three mice were each given 2 cc. of this 
colloidal suspension intravenously on one occa- 
sion, and 2 rabbits were each given 100 cc. of the 
same solution on four successive days, with no 
untoward reaction. Three normal human sub- 
jects were given intravenously 1000 cc. of the 
freshly prepared colloidal suspension containing 
10 mg. of the synthetic vitamin; no reaction was 
noted, and in no case was there a significant 
change in the normal prothrombin level or in 
the clotting and bleeding times. 

The efficacy of the drug in the treatment of clin- 
ical hypoprothrombinemia was studied in the fol- 
lowing cases: 


Case 1.1 I. S., a 67-year-old, white tailor, entered the 
hospital on August 9, 1939, complaining of upper abdom- 
inal pain of 3 weeks’ duration. He had noticed darkness 
of the urine and pallor of the stools throughout this period 
but was unaware of jaundice. Physical examination on 
admission revealed evidence of weight loss, marked icterus 
of the skin and sclerae, ascites and a mass in the upper 
abdomen, interpreted as an enlarged liver. All urine 
specimens contained large amounts of bile but no urobilin- 
ogen. The stools during the first 2 days contained bile 
pigment, but thereafter the color remained gray or reddish 
brown. The color suggested changed blood, and repeated 
guaiac tests were strongly positive. The mercuric chlo- 
ride test for bile in the stools was consistently negative 
after the 2nd day. The icteric index on admission was 50, 
the van den Bergh 8.6 mg. per 100 cc., the cholesterol 337 
mg., and cholesterol esters 195 mg. The icteric index rose 
to 9) in 7 days. Laparotomy was done under local anes- 
thesia on the 15th day. A mass of malignant tissue appar- 
ently arising from the gall bladder and involving all the 
structures of the lesser omentum was found. No curative 
or palliative procedure was possible. Microscopic examina- 
tion of a specimen disclosed undifferentiated medullary 
carcinoma. Postoperatively the patient developed broncho- 
pneumonia and died on the 3rd day after exploration. 
Permission for postmortem examination was not obtained. 

The prothrombin clotting time on admission was 17.0 
seconds; within 6 days it rose to 39.5 seconds. The course 
of the prothrombin clotting times throughout the rest 
of the study is illustrated in Figure 1, which shows the 
effect of the oral adminstration of bile alone, of 10 mg. 
of synthetic vitamin Ky and bile, and of the intravenous 

§Provided through the courtesy of Professor Louis F. Fieser, Harvard 
University. 

|Since this paper was submitted the solution has been autoclaved at 250°F. 


for twenty minutes without change in appearance, and been found to be 
as effective as the unautoclaved solution described above. 


Acknowledgment is made to Dr. William Dameshek and Dr. Reginald H. 
Smithwick for the opportunity of studying this patient. 
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injection of 10 mg. of the quinone in collbidal suspen- 
sion. 


Cast 2. S. F., a 65-year-old, white man, with a previous 
admission 18 months before for coronary thrombosis, en- 
tered the hospital on October 2, 1939, complaining of pain- 
less jaundice of 5 weeks’ duration and pruritus. He had 
noticed icteric sclerae, darkness of the urine and pallor 
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of ascitic fluid and an early diffuse peritonitis. Alveoli 
of carcinoma cells were found in the sediment of the centri- 
fuged ascitic fluid. The cholecystgastrostomy was healing 
cleanly and had an adequate lumen. However, no bile 
was found in the gall bladder, stomach or intestinal tract. 
The gall bladder was shrunken and thin-walled, as was 
the cystic duct. The common duct was dilated, and in its 
wall an incision was found through which bile was drain- 
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Ficure 1. Responses in Terms of Drops in Prothrombin Clotting Time Following Oral and 
Intravenous Administration of Synthetic Vitamin 


of the stools throughout this period. He estimated that 
he had lost 15 pounds since the onset of his illness. Physi- 
cal examination on admission revealed evidence of weight 
loss, marked icterus of the skin and sclerae, ascites and 
minimal pitting edema of the legs. The heart was moder- 
ately enlarged, and there were rales and dullness at the 
bases of the lungs. All specimens of urine contained large 
amounts of bile but no urobilinogen. During the hospital 
stay the stools varied in color from light brown to gray. 
At no time was the mercuric chloride test positive for bile. 
On one occasion prior to operation the stool showed a 
positive guaiac reaction. On admission the icteric index 
was 160, the van den Bergh 25 mg. per 100 cc., the choles- 
terol 211 mg., the total protein 4.4 gm., the albumin 2.7 
gm. and the globulin 1.7 gm. The icteric index remained 
between 160 and 170. Laparotomy was performed under 
spinal anesthesia on the 9th day, and the common duct 
was found to be dilated and to contain white bile. The 
gall bladder was small and contained a small amount 
of light-yellow mucus. The head of the pancreas was firm, 
suggesting carcinoma; accordingly a cholecystgastrostomy 
was performed and a catheter was inserted in the common 
duct. Because of the low serum protein, the patient re- 
ceived a transfusion of 500 cc. of 9-day-old bank blood 
during the latter part of the operation. During the first 
night following operation the patient pulled out his com- 
mon-duct catheter. Thereafter the patient drained moder- 
ate amounts of bile but the icteric index, urine and stools 
remained unchanged. He became increasingly lethargic 
and died on the 5th day after exploration. 

Postmortem examination revealed a moderate amount 


ing into the peritoneal cavity. The cystic and common 
bile ducts were found to run parallel behind the head 
of the pancreas before joining. Both the cystic and com- 
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venously. 


mon ducts were obstructed at the head of the pancreas, 
which was firm, nodular and slightly enlarged. 
scopical study of the pancreas disclosed carcinoma. 


Micro- 
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The prothrombin clotting time on admission was 47.0 
seconds. Figure 2 illustrates the effect of a single intra- 
venous injection of 10 mg. of synthetic vitamin K, on the 
clotting time as compared with that of 4 gm. of bile given 
orally. 


DISCUSSION 


In Case 1, a single dose of 10 mg. of synthetic 
vitamin Ki given by mouth with bile on two oc- 
casions to a patient with an elevated prothrom- 
bin clotting time produced a drop which was 
maximal at the end of twenty-four hours. The 
time rose again in the next twenty-four-hour 
period. As shown in Figure 1, the curve of the 
activity of the 10-mg. dose was similar in shape 
on both occasions, the starting points being at 
different levels. Bile alone given by mouth pro- 
duced no such effect. The intravenous adminis- 
tration of the same dose resulted in a fall to nor- 
mal levels within four hours, most of the drop 
occurring within two hours. Twenty-four hours 
after injection 10 mg. of the vitamin with bile 
was again given by mouth to prepare the patient 
for operation on the following day. At no time 
during the operation or in the postoperative 
period was abnormal bleeding noted. The pro- 
thrombin time remained within normal range, 
without further administration of the vitamin, 
until exitus on the third postoperative day. The 
results obtained in this case suggest that oral 
doses repeated at twelve-hour intervals might have 
maintained the prothrombin level within normal 
limits. 

In Case 2, a single intravenous dose of 10 mg. 
of synthetic vitamin Ki resulted in a fall in pro- 
thrombin clotting time to a normal level within 
four hours. The clotting time remained within a 
normal range for six days after injection, despite 


the fact that an operation was performed during 
this period. Since it is known that the prothrom- 
bin content of stored blood falls off rapidly, it is 
unlikely that the transfusion of nine-day-old blood 
could have played a significant part in this curve. 


SUMMARY 


The compound, 2-methyl-3-phytyl-l, 4-naphtho- 
quinone, synthesized and established as vitamin 
Ki by Fieser, has been tested for the first time 
in clinical cases of obstructive jaundice. 


No untoward reaction was noted following the 
oral and intravenous administration of this drug 
to human subjects or laboratory animals. 


A response in terms of a drop in the prothrom- 
bin clotting time has been seen to follow the oral 
and intravenous administration of 10 mg. of the 
synthetic vitamin. 


An effective method for preparing the synthetic 
vitamin for intravenous administration is de- 
scribed. 

A single intravenous dose of this synthetic vita- 
min in two cases resulted in a return to a normal 
prothrombin level within several hours, and main- 
tenance of this level for several days. 
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THE SURGICAL TREATMENT OF THYROID DISEASE* 
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BOSTON 


HE title of this report might lead one to the 

erroneous impression that it represents a re- 
view of the literature. This is not its purpose. It 
is intended to represent my own conclusions and 
those of the group associated with me in the 
Lahey Clinic, drawn from an experience with 
18,600 patients who have been operated on for 
goiter. Included in it also are my deductions 
from the experience of others as reported in the 
literature, particularly as I have applied them in 
a practical manner to my daily practice with thy- 
roid disease. 

While there are those who still wish to employ 
measures other than surgical in treating patients 
with toxic goiter, such as rest, psychic manage- 
ment and x-ray therapy, they represent, it seems 
to me, a constantly diminishing group. Fewer 
and fewer papers and medical-meeting discussions 
relating to the non-surgical treatment of toxic 
goiter are appearing. It may with reasonable 
safety be said that when a sufficient number of 


cases have been treated by methods plainly differ-— 


ent in their plan, the end results in the minds of 
the patients and their medical advisers will so 
settle differences of opinion that there will be but 
little uncertainty. It must be assumed that no 
group of 18,600 patients would submit to sub- 
total thyroidectomy if there were an equally sat- 
isfactory“method of treatment which did not in- 
volve a surgical procedure. 

The advantages of the surgical removal of a 
considerable portion of the thyroid gland in the 
treatment of hyperthyroidism are that it is pos- 
sible by this form of treatment to free patients 
from the undesirable effects of the disease with 
greater certainty, with more completeness, with 
fewer recurrences and in a shorter period of time 
than by any other method. When one realizes 
the low mortality rate—0.76 per cent in our 
series —and the fact that the complications such 
as tetany and recurrent-nerve injury have been 
virtually eliminated, this conclusion becomes even 
more definitely established. 

We hear very little today concerning patients 
with toxic adenomas of the thyroid gland, repre- 
senting a separate group. There is an almost 
universal tendency to accept cases of toxic thyroid 

*From the Department of Surgery, Lahey Clinic, Boston. 
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gland as representing a single disease. Patients 
with toxic adenoma present two outstanding clin- 
ical features as compared to those with true pri- 
mary hyperthyroidism. First, they respond less 
well to iodine medication. Second, they show 
less improvement after preliminary pole ligation 
and, probably because of their advanced age and 
the resultant damages to other organs, the opera- 
tive procedure involves a greater hazard. 


There is a tendency to assume that several 
weeks of hospital preparation are necessary in 
severe cases of thyroid intoxication. There are, 
to be sure, patients, particularly those with asso- 
ciated cardiac decompensation and those in states 
of thyroid crisis, with vomiting and diarrhea, in 
whom periods of two or three weeks may be nec- 
essary for adequate preparation, but our mor- 
tality rate was obtained with a period of prepara- 
tion of from eight to ten days. 


It is still necessary to impress upon family phy- 
sicians the advantages of not administering iodine 
to patients before sending them to surgeons for 
operation. One of the questions most frequently 
proposed to me in discussing this subject in vari- 
ous parts of the country is, What do you do with 
the patient who comes to you still quite toxic 
after having received iodine for several weeks, 
the so-called iodine-fast patient? While no uni- 
versally reliable rule can be laid down, it is my 
conviction, after having dealt with hundreds of 
such patients, that it is very much better to sub- 
mit them to a reasonably immediate, graded, par- 
tial thyroidectomy (pole ligation or hemithyroidec- 
tomy) than to send them home off iodine to de- 
iodinize them. If they are in a dangerously toxic 
state the removal of iodine may intensify their 
toxicity. If they are not, they will be able to 
withstand either pole ligation or first-stage hemi- 
thyroidectomy, and the progress of the disease in 
the great majority of cases will then be definitely 
checked or lessened. We are convinced that a 
two-stage operation is preferable to the delay in- 
volved in attempts so to deiodinize patients that 
they will again react satisfactorily to iodine. 

There is no type of case in which the question 
of anesthesia is more vital than in the patient with 
hyperthyroidism. The patient is often in such a 
precarious state that the balance for or against 
a fatal termination is tipped by a single factor 
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such as the anesthetic. There is an inclination 
on the part of some surgeons to assume that local 
anesthesia decreases the risk of the surgical pro- 
cedure, particularly in severely toxic cases. This I 
do not believe to be true. We have experimented 
with practically all the different forms of anes- 
thesia for patients with toxic thyroid glands, and 
are firmly convinced that cyclopropane, with its 
very high oxygen content and its powerful anes- 
thetic properties, is by far the best. Ether is 
undesirable because of its relatively prolonged 


period of induction, with the associated excitation, 


and its tendency to increase postoperative vomit- 
ing, a particularly unfortunate complication in 
the presence of hyperthyroidism. There is noth- 
ing better calculated to promote a state of thyroid 
crisis than vomiting. It prostrates the patient, it 
adds to the burden on the heart and, most un- 
fortunate of all, it prevents the intake of fluid and 
fuel (food) by which the ravages of the exces- 
sive metabolism are at least in part counteracted. 


In selecting an anesthetic for a patient with 
toxic goiter, it is important to remember that 250 
cc. of oxygen per minute is the normal demand 
under an anesthetic, while in cases of toxic goiter 
it may run as high as 800 cc. With these figures 
in mind as related to nitrous oxide, ethylene and 
cyclopropane anesthesia, we must recall that the 
oxygen content of ~ trous oxide anesthetic mix- 
tures is only about 9 per cent, of ethylene from 15 to 
20 per cent and of cyclopropane from 50 to 85 per 
cent. Having used cyclopropane for the last five 
years, we are sure that in spite of the hazard of 
explosion it is by far the best of all the anesthetics 
for use in the surgery of toxic goiter. 


One must not forget that there is just as great 
hazard of explosion with a mixture of nitrous 
oxide, oxygen and ether as exists with cyclopro- 
pane or ethylene. There have been as many such 
fatalities with this anesthetic mixture as have 
occurred with the two hydrocarbon gases named. 
This sort of fatality is a particularly shocking 
catastrophe. It requires no investigation to prove 
the cause of death. The suddenness of the deto- 
nation, its immediately obvious effects — subcu- 
taneous emphysema from pharyngeal, laryngeal 
and alveolar rupture—and the absolute impos- 
sibility of anticipating it are well calculated to 
throw our judgment concerning it a little out of 
line. In a calm and unprejudiced consideration 
of what is best for these patients, we must give 
thought to how many fatalities of a less dramatic 
nature have been due to the less obvious cerebral 
damage occasionally associated with nitrous oxide 
anesthesia, to the subtle but real dangers of low- 
oxygen anesthetic mixtures in the surgery of this 
disease, to the added technical difficulties result- 
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ing from this form of anesthetic and to the post- 
operative vomiting caused by it. 

My objection to local anesthesia is that patients 
with toxic thyroid glands are less well able to 


withstand the emotional ordeal of a major surgi- 


cal procedure awake and conscious than is almost 
any other type of patient. We have found that 
there are no narcotics which can be employed 
in safe doses and at the same time ensure that the 
patient will not remain awake and keenly con- 
scious of painful stimuli and of what is going on. 


In advocating cyclopropane we must insist that 
it be administered only by anesthetists familiar 
with all the necessary precautions against static 
spark and consequent explosion. No anesthetist 
should fail to read a recent paper by Woodbridge, 
Horton and Connell’ concerning the prevention of 
the ignition of anesthetic gases by static sparks, 
and he should familiarize himself especialiy with 
the intercoupler described therein, which was de- 
vised in order to lessen the dangers in the use 
of explosive anesthetic gases. 


Intratracheal anesthesia is one of the most 
valuable developments of recent years for the pa- 
tient with thyroid disease requiring surgery. In 
cases of intrathoracic goiter with tracheal nar- 
rowing, the introduction of the flexible, rigid- 
walled, intratracheal catheter ensures a constant 
flow of anesthetic and oxygen, and permits all the 
intrathoracic manipulations necessary for its re- 
moval, without the disadvantages and dangers of 
tracheal collapse during the operation. Should a 
patient have difficulty in obtaining enough air 
while being operated on for toxic goiter, he should 
not be permitted to suffer the ill effects of sub- 
oxygenation over a period of time, thus adding 
to the danger of the procedure, but an intra- 
tracheal catheter should be immediately introduced. 
This can be done through the laryngoscope by a 
competent anesthetist in a few minutes, and as- 
sures a free airway, a sufficient supply of anes- 
thetic and oxygen and a comfortable and calm 
time for the surgeon, already disturbed by the 
obvious risk of the surgical undertaking. Pro- 
longed laryngeal spasm is as undesirable a com- 
plication as one can have in the anesthesia and 
surgery of severe toxicity of the thyroid gland 
and in a small percentage of cases, due to the 
added cardiac burden, tends to increase mortality. 
By means of the intratracheal catheter it can be 
avoided. 

In reviewing our fairly large experience in thy- 
roid gland surgery, we find that 76 per cent of 
the patients were toxic, and that the percentage of 
cases in which multiple-stage measures were em- 
ployed was approximately 22. This rate varies be- 
tween 20 and 26 per cent from year to year, de- 
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pending on the relative number of seriously toxic 
patients who present themselves for operation. We 
have at times diminished this percentage in the 
fear that we were being overcautious, but when- 
ever we have done so the mortality rate has risen. 


Statements have from time to time appeared in 
the literature and been made at medical meetings 
to the effect that multiple-stage operations are 
unnecessary for cases of toxic goiter. This may 
have been true of the cases reported and of the 
part of the country in which the operations were 
done. Nevertheless, if such an attitude were to be 
universally adopted much harm would result. To 
compare such a position with ours it would be 
necessary to make a comparison of cases, an al- 
most impossible accomplishment. One would 
need to know whether or not the patients were 
as severely toxic, how long the hyperthyroidism 
had existed, what the amount of weight loss was, 
the age incidence, how many patients were in or 
had had a recent crisis, and numerous other fac- 
tors which relate to possible mortality. That there 
are different types of thyroid gland abnormality 
in different parts of the country has for a long 
time seemed probable to me and to those of my 
surgical friends who are constantly dealing with 
cases of thyroid toxicity. I therefore urge em- 
phatically that each surgeon who operates on 
such patients arrive at his own conclusions, based 
on his own experience, ability and equipment and 
on the type of hyperthyroidism seen in his com- 
munity. If a mistake is to be made, let it be 
made on the side of too many multiple-stage pro- 
cedures rather than on that of too few. This at- 
titude is the one which we have maintained, and 
is one inclining always toward conservatism and 
safety. I have repeatedly been convinced from 
the postoperative course that [ could have com- 
pleted the operation in one stage. How, in the 
event of the uncertainty as to the outcome, even 
in the face of this wide experience, could I as- 
certain it except by committing the patients to 
the risk of a fatality and completing the operation? 
A surgeon performs a one-stage subtotal thyroid- 
ectomy on a patient with thyroid toxicity for 
only two reasons: because he is sure that the pa- 
tient can withstand it, or for the sake of time 
and expense. To save a patient time and expense 
by doing one-stage operations for any disease 
unless the patient is obviously a good risk is the 
poorest kind of investment, and he who advises 
it is the poorest kind of financial counselor. One 
of the things that those of us who are operating 
on patients with severe thyroid gland toxicity must 
constantly have in mind is the need of standing 
firmly against their expressed wish for a one-stage 
procedure. The surgeon who selects the grade of 
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operation to fit the patient with thyroid gland tox- 
icity must accept entire responsibility for the 
outcome. When patients request or demand a 
one-stage operation this must bear no weight, since 
they have no knowledge of the risk factors. When 
patients have said to me, as they repeatedly have, 
“T shall take all the risks of a one-stage operation,” 
I pay no attention, because I know that what 
they really mean is, “I shall take all the risks of a 
one-stage operation provided I do not die.” 
Friends, family, the distance from home, the time 
away from home and family, and added expense 
have no place in the decision for or against a 
multiple-stage operation if a one-stage procedure 
carries the possibility of a fatality. How  fre- 
quently has death resulted from a desire on the 
part of surgeons to save time, discomfort and 
money! Here is involved that intangible factor 
called surgical judgment, something that does not 
lend itself to verbal description. It does, however, 
lead to decisions in the direction of safety when 
doubt exists as to the certainty of the outcome. 

I have for several years been obliged to set up 
in our clinic, dealing as it does with so many 
patients with severe degrees of hyperthyroidism, 
the most demanding and even harsh standards 
of responsibility for fatalities. These are well 
calculated, however, to promote conservatism, 
to discourage the taking of chances and to ac- 
complish low mortalities. These standards are 
as follows: Should a patient die following 
a complete subtotal thyroidectomy, it is the 
result of an error in surgical judgment, and 
it is to be assumed that the patient would not 
have died had the operation been divided into 
two stages, a first-stage right subtotal hemithy- 
roidectomy, followed in six weeks by a second- 
stage left subtotal hemithyroidectomy. Should 
the patient die following a right first-stage hemi- 
thyroidectomy, this is likewise due to an error in 
surgical judgment, and it is to be assumed that 
he would not have died had the procedure been 
bilateral pole ligation instead of first-stage hemi- 
thyroidectomy. Should a patient die following bi- 
lateral pole ligation it is to be assumed that he 
would not have died had one pole been ligated 
first and the other one a week or two later. These 
are obviously severe standards, but hyperthyroid- 
ism is an uncertain and dangerous disease, capable 
of producing unexpected fatalities, and a surgical 
approach is required that is characterized by con- 
stant and unvarying caution. 

There has been a tendency in recent years to 
assume, first, that the use of iodine makes pole 
ligations no longer necessary, and second, that 
mere ligation of the superior thyroid poles, com- 
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prising less than half the thyroid blood supply, 
accomplishes no material result. 

In answer to the first assumption, of approxi- 
mately one thousand goiter operations done each 
year in our clinic, some twenty are pole ligations, 
done because the patients were considered too ill 
with hyperthyroidism to withstand a first-stage 
right hemithyroidectomy. While these patients 
form a relatively small group, they are the most 
severely toxic ones. In most cases the body weight 
has dropped to well below 100 pounds, and ob- 
viously it is in this group that we must most 
seriously consider the possibility of a fatal out- 
come. 

As to the second assumption, Marshall* and T° 
have reviewed the cases in which we performed 
preliminary bilateral pole ligations and those in 
which we performed right first-stage subtotal 
hemithyroidectomies, with particular attention to 
the effects of these procedures on basal metabolism, 
pulse and body weight. Of the cases submitted 
to bilateral pole ligations there was a drop in 
metabolism, a drop in pulse and a gain in weight 
in 66 per cent. Of those submitted to right first- 
stage subtotal hemithyroidectomies there was a 
gain in weight, a drop in metabolism and a drop 
in pulse in 85 per cent. These figures speak for 
themselves. With an operative procedure avail- 
able as brief and as simple as pole ligation, which 
offers two chances out of three of lessening the 
risk of a subtotal thyroidectomy, it should cer- 
tainly be employed if there is any doubt in one’s 
mind that the patient can withstand the right first- 
stage subtotal hemithyroidectomy. If there is 
doubt that a patient can withstand a one-stage 
complete subtotal thyroidectomy, and it is known 
that an operation taking much less time and 
of less magnitude (first-stage subtotal hemithyroid- 
ectomy) offers an 85 per cent chance of marked 
improvement, thus making the second-stage hemi- 
thyroidectomy infinitely safer, it should by all 
means be chosen. Until the mertality of opera- 
tions on the thyroid gland has reached zero, we 
must keep in mind the possible need of multiple- 
stage procedures in patients with severe hyper- 
thyroidism. 

One of the most serious problems of thyroid 
surgery concerns how much thyroid tissue should 
be removed and how much should be ‘left. One 
should not leave such large remnants that the 
hyperthyroidism persists or recurs. Neither does 
one wish to remove such quantities of the gland 
that myxedema results. There can be no set 
rule as to how much thyroid tissue should be 
removed. It is necessary to vary the amount of 
thyroid tissue with the different types of thyroid 
tissue involved and by the extent to which in- 
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volution has taken place following the adminis- 
tration of iodine. Cattell‘ demonstrated in our 
clinic some years ago that the degree of involu- 
tion under iodine varies in different individuals. 
It is obvious, therefore, that no one fraction of the 
thyroid gland —three fourths or four fifths or five 
sixths—can be specified as the proper amount 
to remove in all toxic cases. There is no place in 
surgery where judgment based on results obtained 
from the removal of varying amounts of thyroid 
tissue is more needed than in decisions as to how 
much thyroid tissue to take out in a given case. 
Determinations of blood iodine which have been 
carried out in the Research Foundation of the 
clinic’ * * have proved of great value in showing 
in what group of toxic thyroid patients the highest 
percentage of recurrence takes place, and so in 
what group the most radical thyroidectomies must 
be done. In 70 per cent of all cases of hyperthy- 
roidism examined, it was found that the blood 
iodine was elevated in proportion to the elevation 
of the basal metabolism, and that following sub- 
total thyroidectomy when the basal metabolism 
had reached normal the blood iodine had likewise 
reached normal. The percentage of recurrent hy- 
perthyroidism in this group was 0.5 per cent. In 
the remaining 30 per cent of cases, while the 
basal metabolism was elevated, the blood iodine 
was either normal or below normal. The per- 
centage of recurrent hyperthyroidism in this group 
was 22 per cent. It is obvious from these figures 
that blood-iodine determinations have a value in 
indicating in which group of cases recurrences 
may be anticipated and so in which group more 
radical subtotal thyroidectomies should be done. 
Injury of a recurrent laryngeal nerve produces 
paralysis of the vocal cords on the side on which 
the injury occurs. This is not a serious catas- 
trophe, since most of these patients are able to 
breathe well after this injury, and as soon as the 
remaining cord compensates by passing over be- 
yond the midline a fairly good voice is acquired. 
When, however, both recurrent laryngeal nerves 
are injured a real calamity has occurred. There 
is at first loss of voice, still with normal ability to 
breathe, but within a few months, although the 
voice returns, there is increasing difficulty in 
breathing because of the constant narrowing of 
the glottic space from fibrosis of the cords and 
fixation of the arytenoid cartilages. The glottic 
space with further narrowing may become so small 
that the necessity for a tracheotomy is urgent. 
Until a few years ago there were no operative pro- 
cedures which were satisfactory for this condition. 
Two are now available, one devised by Hoover,* 
of our clinic, and proved quite reliable by the 
test of time (five years), the other devised by 
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King,’ of Seattle, not as yet proved reliable by 
the test of time but offering the promise of being 
entirely satisfactory. Hoover’s operation con- 
sists of the submucous excision of one cord 
through a laryngofissure, thus leaving an adequate 
airway, represented by the space in the larynx 
previously occupied by the removed cord, and, 
most important of all, a space adequately lined 
with mucosa. In King’s operation the severed 
omohyoid muscle is sutured into the arytenoid 
through the thyroid cartilage, and in addition the 
arytenoid is pinned back to the side of the larynx 
by a stitch passed around it from the outside. This 
is an ingenious procedure which offers a distinct 
prospect of relief for these distressed patients; it 
has the advantage over Hoover’s operation of being 
performed extralaryngeally and so aseptically. I 
am extremely doubtful of the efficacy of employ- 
ing the omohyoid muscle to bring about any co- 
ordinated cord action. The value of this proce- 
dure is, I believe, largely represented by the stitch 
which so pins the arytenoid to the side that the 
cords are held apart at this point. 

It has always seemed to me strange that avoid- 
ance of the recurrent laryngeal nerve in thyroid 
operations was accomplished by taking pains not 
to see it. The plan of avoiding injury to the nerve, 
by leaving sections of thyroid tissue over the re- 
gion where it is supposed to be, descended from 
the original descriptions of the technic of thyroid- 
ectomy by Kocher, the father of thyroid surgery. 
I had for several years thought that such a plan 
was antiquated and not in accord with the mod- 
ern conceptions of surgery. I have always taken 
the position that exposure was one of the funda- 
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mental principles of surgery, that what one could 
see he could avoid, and that what one could not 
see, particularly if it be in the field of operation, 
one could never be sure of avoiding. With this 
in mind, I and the other members of our clinic 
undertook four years ago the dissection and dem- 
onstration of the recurrent laryngeal nerves in all 
operations for goiter in any form. This has been 
carried out in over four thousand thyroid opera- 
tions. The procedure, therefore, has been em- 
ployed in a sufficient number of cases and over 
a long enough period for us to state with safety 
that the dissection and demonstration of these 
nerves result in no changes in the voice, and 
no obvious changes in the function of the vocal 
cords. As a result of this procedure the incidence 
of nerve injury, which previous to the employ- 
ment of this plan was 1.7 per cent, has in the last 
four years dropped to 0.3 per cent, including those 
cases in which nerves were purposely sacrificed 
in operations for cancer of the thyroid. 

605 Commonwealth Avenue. 
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CASE 25511 


PRESENTATION OF CASE 


A seventy-seven-year-old man was admitted com- 
plaining of urinary frequency. 

About a year before admission the patient began 
to have progressively increasing urinary frequency 
and nocturia, which became much worse one week 
before entry, so that he urinated once every thirty 
minutes. He passed only a small quantity at a 
time, but there was no apparent retention, incon- 
tinence or difficulty in starting or stopping the 
stream. He drank only a few glasses of water 
a day and denied having had hematuria, dysuria or 
pyuria at any time. He was confined to bed for 
a week prior to entry because of extreme weak- 
ness and fatigue. 

In the past the patient had enjoyed general 
good health. At the age of forty he had “typhoid 
pneumonia,” but was well following this illness 
until two years before admission, when occasional 
palpitation of the heart and slight dyspnea on exer- 
tion appeared. Dyspnea sometimes accompanied 
palpitation and generally occurred in short noc- 
turnal attacks which woke him from sleep. About 
six months before hospitalization his appetite be- 
gan to fail so that his diet during the last month 
of his illness had consisted of little but “toast and 
milk.” Numbness and cramps in both feet and 
soreness of the tongue were experienced during 
this time. His best weight two years before admis- 
sion was 180 pounds; a few weeks before admission 
he weighed 145 pounds. 

He stated that his blood pressure “was all right” 
in the past, that he had never had swelling of 
the face, hands, feet or abdomen and that he had 
never noticed chest pain, hemoptysis or orthopnea. 
He denied any history of scarlet or rheumatic 
fever, diphtheria, nephritis or hypertension. 

Physical examination revealed an emaciated, sal- 
low, pale, drowsy man in no acute distress. The 
skin was dry, loose and inelastic; the mucous 
membranes were likewise dry and pale. The 
breath was not uriniferous. There were bilateral 
arcus seniles; the fundi were not seen because 
of the small size of the pupils. Teeth were ab- 
sent. The tongue was smooth, shiny and dry. 
The heart was enlarged to a point in the fifth left 
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interspace 13 cm. beyond the midsternal line. The 
aortic second sound was loud and greater than that 
of the pulmonic. The rhythm was regular, the 
rate 84, and the blood pressure 150 systolic, 70 
diastolic. The brachial and radial vessels were hard 
and tortuous. The prostate was enlarged to twice 
its normal size; it was symmetrical, firm but not 
hard, and the median sulcus was preserved. The 
lungs, abdomen and the remainder of the physical 
examination were normal. 

The temperature was 99°F., the pulse 92, and 
the respirations 20. 

Examinations of the urine showed specific grav- 
ities ranging from 1.010 to 1.013, even after con- 
centration tests had been performed. There was 
a constant albuminuria ranging from +++ to 
++++, and occasional red cells, white cells and 
hyaline casts in the sediment. The Bence-Jones 
protein test was negative. The blood showed red- 
cell counts from 1,500,000 to 2,000,000 with 38 per 
cent hemoglobin, and a white-cell count of 5000 
with 65 per cent polymorphonuclears; the smear 
revealed much variation in the size of the red 
cells but few macrocytes. Further blood studies 
showed a corrected hemoglobin of 33 per cent 
(4.4 gm.), a red-cell count of 2,000,000, a hemat- 
ocrit of 25 per cent, a color index of 0.83, a mean 
corpuscular volume of 125 cu. micra (normal 80 
to 94) and a mean corpuscular hemoglobin of 22 
micromg. (normal 27 to 32). A serum formol- 
gel test gave a ++ reading in one hour. The 
serum protein was 7.6 gm. per 100 cc., with an 
albumin of 2.6 gm. and a globulin of 5.0 gm. or 
an albumin-globulin ratio of 0.5. The serum cal- 
cium was 9.4 mg. per 100 cc., the serum phos- 
phorus 4.4 mg., and the serum phosphatase 5.0 
Bodansky units. The blood Hinton test was 
negative. A gastric analysis showed no free or 
combined acid. After histamine, however, 44 units 
of free acid were obtained. 

Roentgenographic studies of the chest showed 
the heart enlarged toward the left, and calcifica- 
tion of the aorta. There were no definite medias- 
tinal masses. The right third rib was unusually 
thin and small but of normal length. Plates of 
the skull showed sharply defined, rounded areas 
of decreased density in the parietal bones, with- 
out increase in the vascular markings. However, 
a better x-ray examination of the skull, spine and 
ribs eight days later showed no positive evidence 
of disease. Rounded areas of rarefaction in the 
skull were still present but were localized to the 
upper parietal areas, in which several blood ves- 
sels were seen. At the same time, re-examination 
of the chest showed diffuse disease characterized 
by small, irregularly rounded areas of consolida- 
tion. There was also diffuse thickening of the 


984 
pleura, without signs of fluid. The lung roots 
were not unusually large. 

The patient failed slowly but steadily. The 
temperature ran a slightly elevated course around 
99.6°F., with three spikes to 102. He was trans- 
fused and given a high-vitamin, high-caloric diet, 
with bed rest and sedation when needed. In spite 
of all efforts he died quietly on the fifteenth hos- 
pital day. 

DiFrerENTIAL Dtacnosis 

Dr. Joun H. Tatsorr: This man, seventy-seven 
years of age, came to the hospital complaining of 
frequency and nocturia for a year. He had no 
retention, incontinence, difficulty in starting the 
stream, hematuria, dysuria or pyuria. The fact 
that at seventy he had dyspnea and some palpi- 
tation with nocturnal attacks does not impress me 
particularly. They can probably be attributed to 
senile changes. In the past he said that he had 
had “typhoid pneumonia.” This diagnosis was 
frequently made twenty years ago. He may very 
well have had typhoid fever and pneumonia at 
the same time. Six months before admission his 
appetite began to fail. During the month before 
entry he had eaten nothing but “toast and milk”; 
this is an important observation. He had numb- 
ness, cramps, soreness of the tongue and a loss 
of 35 to 40 pounds in weight. The diseases that 
came into my mind when I read these statements 
were carcinoma of the stomach and _ pernicious 
anemia. In anyone over the age of sixty who 
has lost 35 pounds of weight, has no appetite and 
has been forced to resort to a milk-and-toast diet, 
we must think seriously of carcinoma of the stom- 
ach. On the other hand, the blood findings, 
numbness, cramps and soreness of the tongue make 
one think of pernicious anemia. On physical ex- 
amination it was obvious that he was dehydrated 
and drowsy but not in acute pain. The absence 
of pain is significant. The breath was not uri- 
niferous. I wonder if it would be sporting to ask 
for the nonprotein nitrogen in the serum? 

Dr. Tracy B. Mattory: It was 47 mg. per 
100 ce. 

Dr. Tarsorr: It was probably taken on admis- 
sion and not repeated. 

Dr. Mattory: Yes. 

Dr. Tarsorr: This information is of little help. 
In a man of seventy-seven who probably had a 
generalized arteriosclerosis, 2 nonprotein nitrogen 
of 47 mg. does not point one way or the other, 
We are certain that he had renal insufficiency, but 
the pathogenesis is not clear. The heart was en- 
larged, particularly the left ventricle, and there 
was some aortic arteriosclerosis, as well as gener- 
alized arteriosclerosis. He had had no hyperten- 
sion in the past, or on admission. The prostate 
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was twice the normal size, symmetrically firm, 
but not hard. If a prostate is enlarged and firm, 
this may be due either to cancer or to benign 
hypertrophy. The lungs, abdomen and the re- 
mainder of the examination were normal. I am 
sure they were looking for evidence of passive 
congestion. There was nothing on physical ex- 
amination to make this diagnosis. He had no 
fever, hence it was not an acute infectious episode. 
The specific gravity of the urine did not exceed 
1.013 after concentration tests had been per- 
formed. One thing we observe on the wards 
is that routine specimens frequently have a higher 
specific gravity than those following a concen- 
tration test. I do not know the explanation. Fol- 
lowing abstinence from fluid for twelve hours a 
normal person should be able to concentrate the 
urine above 1.020. Following abstinence for thirty- 
six hours on a dry diet a normal person should 
concentrate above 1.027. I repeat that the specific 
gravity in this patient was below the average nor- 
mal range. We cannot disregard the +++ to 
+++4+ albuminuria and the occasional red cells, 
white cells and casts in the sediment. Bence- 
Jones protein was not found; I do not know 
whether an isolated specimen was tested or one 
collected over a period of twenty-four hours. If 
it were an isolated specimen it would not be so 
significant as a complete twenty-four-hour one. 
For some unexplained reason Bence-Jones protein 
may be excreted only at certain times of the day. 

Dr. Cuester M. Jones: I think it was an iso- 
lated specimen. 

Dr. Tarsotr: There was gross albuminuria, 
and for this reason I should have preferred a test 
on a twenty-four-hour specimen. A diagnosis of 
multiple myeloma must be considered in this case. 
There was a profound anemia, not the so-called 
hyperchromic anemia but normochromic. The 
color index was somewhat low. If this were sec- 
ondary anemia due to bleeding or carcinoma of the 
colon, we should expect a color index lower than 
0.8. The anemia is of the primary type, which 
is seen in cases with liver disease, carcinomatosis, 
leukemia and multiple myeloma. The white-cell 
count was 5000. I wonder whether this leuko- 
penia was re-checked. 

Dr. Jones: At a second determination it was 
4500. 

Dr. Tatsorr: That is significant. With a leuko- 
penia, aleukemic leukemia and cirrhosis should be 
considered. The mean corpuscular volume was 
below normal, but the record implies that the 
cells were larger than normal as indicated by the 
macrocytes. The mean corpuscular hemoglobin 
was below normal. The serum formol-gel test is 
an index of the amount of globulin or euglobulin 
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present and is negative in a normal person. This 
patient had a ++ reading in one hour. I am 
uncertain about the interpretation of this observa- 
tion. If the globulin were increased significantly, 
the test should have been positive in five minutes. 
The albumin-globulin ratio was reversed, a fact 
which implies that considerably more globulin was 
present than albumin. We find such a reversal of 
the ratio in cases with multiple myeloma. We see 
it in cases with various forms of liver disease, 
particularly cirrhosis, but also metastatic involve- 
ment of the liver, catarrhal jaundice and obstruc- 
tive jaundice. The serum calcium, phosphorus and 
phosphatase were normal. The punched-out areas 
in the skull makes us think of hyperparathyroid- 
ism. We do not think of it for too long a time, 
however. With this degree of involvement in hy- 
perparathyroidism we should find a higher value 
for calcium than 9.4 mg. The gastric analysis gave 
no free acid fasting but 44 units after histamine. 
This helps to exclude a diagnosis of pernicious 
anemia. Cases have been reported when hydro- 
chloric acid was present, but these are unusual. 
The presence of free acid in the stomach also helps 
to exclude carcinoma of the stomach, although 15 
or 20 per cent of such cases may have hydro- 
chloric acid. 

Dr. Ricuarp Scuatzki: Most of the films were 
taken with a portable machine, but there are one 
or two fairly good ones taken in the department. 
The skull shows multiple, small, round areas of 
decreased density in the parietal bone, as described 
in the report. They are all localized in the pari- 
sagittal region, and I think therefore not so im- 
portant as if they were elsewhere. We commonly 
see similar lesions produced by deep Pacchionian 
bodies in this area. From the skull films alone, 
knowing nothing about the history, I should have 
to say the findings do not prove a destructive lesion 
in the bones of the skull, although they are cer- 
tainly much more marked than those we see in 
the average patient. 

Dr. Tarsorr: The man is seventy-seven. Does 
that make any difference? 

Dr. Scuatzki: No. 

Dr. Tarsorr: There was nothing in the pelvis? 

Dr. Scuarzxi: No. This film does not prove 
much in regard to myelomatous lesions because it 
was probably taken without the Bucky diaphragm. 
There is very little contrast. We shall discard it. 
The bones show very many degenerative changes 
such as you would expect in a man of his age. 
| do not see any definite areas of bone destruc- 
tion. I do not see any evidence of marked gen- 
eralized decalcification, which at times is the only 
sign of extensive involvement of the bones by 
multiple myeloma. 
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Dr. Tatsorr: The third rib on the right shows 
some abnormality. 

Dr. Scutatzk1: There is something definitely ab- 
normal. I believe it is a congenital anomaly. 

Dr. Tarsorr: The report reads that “re-exami- 
nation of the chest showed diffuse disease char- 
acterized by small, irregularly rounded areas of 
consolidation.” 

Dr. Scuatzki: The first plate is normal, and 
so is the second plate, taken six days later, if you 
discount the different technic. You can see mul- 
tiple linear markings in both lung fields in a pa- 
tient with a large heart and a tortuous aorta. I 
should think they are fibrotic changes of some kind. 
You see that not infrequently in a patient who 
has been repeatedly decompensated in the past. It 
has nothing to do with the present disease. I can- 
not see any evidence of rib destruction. 

Dr. Tatsorr: On the basis of the description 
in the abstract, particularly in view of Dr. Schatzki’s 
opinion, one is foolish to read into the films 
more than exists, and I do not see how one is 
justified in making a diagnosis of metastatic in- 
volvement of the bones. There are three areas 
—the skull, the rib and the chest —for possible 
metastatic involvement, but I should like to have 
further support or better evidence from the x-ray 
department before I call any one of them sig- 
nificant. 

This narrows the field. Is this a case of carci- 
noma of the stomach? The man had weight loss, 
loss of appetite, weakness and fatigue and was 
on a milk-and-toast diet for a month before he 
came in. If we had little besides these facts plus 
the anemia, I should be in favor of making a diag- 
nosis of carcinoma cf the stomach. Did the stools 
show any blood? 

Dr. Jones: They were all negative. 

Dr. Tarsorr: It is difficult, then, for me to be- 
lieve this anemia is caused by bleeding from a 
carcinoma in any part of the gastrointestinal tract. 
Furthermore, it is unusual to find this much 
anemia with chronic nephritis without more evi- 
dence of the primary disease. Cirrhosis of the 
liver has not been excluded. We have three 
things that go with cirrhosis of the liver —an 
increase in serum globulin, leukopenia and _ loss 
of appetite. However, he had no ascites and no 
jaundice. 

In conclusion we have little positive evidence 
that helps us make a diagnosis. I am more in- 
terested in attempting to sum up available data 
than I am in making an unusual diagnosis. I 
am always pleased when I make a correct diag- 
nosis of an unusual malady, but I do not feel 
justified in making a guess in this instance. If 
the roentgenologist will not make a commitment 
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in favor of metastatic bone disease, then I cannot. 
I am forced to say, then, that this man had only 
the chronic degenerative diseases that are asso- 
ciated with age, namely generalized arterio- 
sclerosis, chronic myocarditis and chronic nephri- 
tis. I do not think he had any of the unusual 
types of disease that we have discussed. 

Dr. Jones: I am delighted to hear Dr. Talbott 
end up that way. I went through the same line 
of reasoning. I thought he had what Dr. Fred- 
erick C. Shattuck used to call a mortal disease. 
He was seventy-seven and obviously was going 
to die. I was not sure what he had, but in the 
first few days it was reasonably apparent that he 
did have arteriosclerotic changes, with cardiac and 
renal involvement. I thought the patient had what 
we used to call “cardiorenal disease.” The only 
thing that was difficult to explain was what Dr. 
Talbott has spent a certain amount of time on — 
anemia which was out of proportion to anything 
else that we could demonstrate. Any attempt to 
put it on a nutritional basis was not entirely sat- 
isfactory. He was active unti] a few months be- 
fore death, when he went to bed. By the time he 
reached the hospital he was really too sick for us to 
carry out adequate studies, and that is why, un- 
fortunately, we did not have careful x-ray studies. 
Dr. John Maier insisted from the start that the 
anemia was not pernicious anemia, since the pa- 
tient had hydrochloric acid; he wanted to go on 
record that he might have multiple myeloma as a 
logical explanation for the anemia. That was 
the reason for the determination of the albumin- 
globulin ratio and for the x-ray films of the dif- 
ferent bones in the body. He was discharged 
at death with a diagnosis of chronic nephritis, 
which was the presenting feature, arteriosclerotic 
heart disease, and a question of metastatic malig- 
nancy or multiple myeloma. Dr. Maier was the 
only one who had the courage to stick to the last 
diagnosis from the start. 


CuIniIcaL DIAGNOSES 


Chronic nephritis. 
Arteriosclerotic heart disease. 
Metastatic malignancy? 
Multiple myeloma? 


Dr. Tarsotrtr’s 


Generalized arteriosclerosis. 
Chronic myocarditis. 
Chronic nephritis. 


ANATOMICAL DIAGNOSES 


Plasma-cell myeloma, diffuse. 
Myeloma kidneys. 
Polyp of duodenum. 
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Pulmonary tuberculosis, healed, apical. 
Arteriosclerosis, aortic and cerebral, minimal. 


PaTHoLocicaL Discussion 


Dr. Mattory: The gross postmortem exami- 
nation failed to tell the story. He had a hy- 
pertrophied heart, weighing 470 gm., and slight- 
ly small kidneys, weighing 250 gm. The duode- 
num contained a rather large, flat polyp, ob- 
viously benign. .The calvarium showed a num- 
ber of small translucent areas, probably result- 
ing from Pacchionian granulations as Dr. Schatzki 
suggested, which virtually may be considered con- 
genital anomalies and of no significance. Grossly 
we could make out no areas that suggested tumor 
in the skull. The bone marrow of the vertebra 
was very red and a little suspicious. When we 
cut into the bone marrow of the long bones, it 
was bright red and hyperplastic. We made a 
guess at that time that we were dealing with mul- 
tiple myeloma. The sections showed very diffuse 
involvement of the bone marrow with plasma-cell 
myeloma and also quite typical myeloma kidneys, 
kidneys in which almost every tubule contained a 
very dense and large hyaline cast. Occasionally 
these casts are surrounded by foreign-body giant 
cells. One can frequently make the diagnosis of 
multiple myeloma merely by looking at the sec- 
tion of the kidney. The liver and spleen contained 
a good many abnormal blood cells, readily ex- 
plainable, I should think, as manifestations of 
compensatory extramedullary hematopoiesis. The 
bone marrow had been so extensively replaced by 
tumor that he was beginning to form some blood 
cells in the liver and spleen. 


CASE 25512 


PRESENTATION OF CASE 


A forty-eight-year-old married Jewess was ad- 
mitted because of queer actions and speech. 

She had been in excellent health until four 
months before admission, when she became un- 
usually irritable and cross after her husband had 
lost his job. Since that time she had gradually 
lost about 25 pounds in weight. Ten days prior 
to entry she fell from a stepladder in her home. 
She was alone at the time and was found an hour 
later sitting on a chair, complaining of iniury 
to the right shoulder which prevented raising the 
arm above the head. It was not known whether 
she was unconscious at the time of the fall or 
afterward. One day after the fall she complained 
of bilateral frontal headache, which persisted un- 
til entry. On the same day she returned from a 
shopping tour crying and a neighbor reported that 
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she had entered the wrong house thinking that 
it was her own. One week before admission her 
husband noticed that she was acting queerly. She 
would stare straight ahead, and it was difficult 
to attract her attention. She had had defective 
hearing for fifteen years, but it had suddenly be- 
come much worse and in order to make her hear 
one had to shout. She complained of roaring in 
her head and asked her husband if he heard the 
noises. On one occasion while walking with her 
sons she said that she did not know where she was. 
One day later on getting out of bed she exhibited 
a staggering gait. She had forgotten a visit of 
her son a half hour after he had left. When asked 
how many children she had she replied “five,” but 
could name only three of them; she had had four, 
but one had died of diphtheria at the age of three. 
When taken to the bathroom she was unable to 
find her way back to her room. She rapidly for- 
got things that she had said. Five days before 
admission she entered the Emergency Ward where 
examination showed no abrasion or discoloration 
of the forehead but slight tenderness on pressure 
over the mid-frontal region. Examination of the 
fundi showed indistinct disk margins, but the 
disks were not elevated. There were no neuro- 
logical signs. A lumbar puncture showed normal 
pressure and normal fluid. She was discharged 
with a diagnosis of concussion. Two days later 
she vomited twice and on the following day re- 
entered the Emergency Ward, complaining of 
frontal headaches and noises in her ears. 

Physical examination showed a well-developed 
and nourished woman with a dry skin. She had 
an almost constant smile, was deaf and replied to 
questions irrelevantly, usually in a whisper. She 
could not name objects held before her but could 
say for what they were used. She knew that she 
was in a hospital and talking to a physician. She 
understood only the simplest of commands, such 
as “sit up.” When asked to touch her ear she 
rubbed her nose. To nearly all questions she gave 
her first name as an answer. When a pencil was 
put in her hand and she was told to write her 
name she did so, but if the pencil was handed 
to her upside down she tried to write without turn- 
ing it around, unaware that she was not making a 
mark. She could not read. When asked her 
name she gave the right first name but the wrong 
surname. A Barany chair test showed normal 
falling reactions and nystagmus. A caloric test 
gave equal reactions on both sides. The pupils 
reacted slightly to light, better to accommodation. 
The fundi showed no definite abnormality. She 
could see fingers at a distance of 6 feet. There 
was a right homonymous hemianopsia. The ears 
showed no visible abnormality. All her teeth had 
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been removed. Examination of the chest was neg- 
ative. The blood pressure was 120 systolic, 78 
diastolic. The reflexes were active and slightly 
greater on the right. The Babinski signs were 
negative. 

The temperature was 98°F., the pulse 68, and 
the respirations 20. 

A urine examination was negative except for 
the presence in the sediment of 25 white cells per 
high-power field. The blood showed a red-cell 
count of 5,100,000 with 90 per cent hemoglobin, 
and a white-cell count of 9050 with 64 per cent 
polymorphonuclears. A blood Hinton test was 
negative. A lumbar puncture showed normal 
pressure, normal dynamics and a clear colorless 
fluid with 6 polymorphonuclears per cubic milli- 
meter; the total protein of the fluid 22 mg. per 
100 cc., the sugar 72 mg., the gold-sol curve 
0100000000, and the Wassermann test negative. 
X-ray films of the skull and chest were negative. 

On the eighth hospital day there was slight 
right facial weakness and the triceps, ankle and 
knee reflexes were slightly greater on the right 
than on the left. There was an equivocal Babinski 
on the right. She became increasingly restless 
and unco-operative. On the twelfth hospital day 
all the deep reflexes were greater on the right than 
on the left. The Babinski was equivocal bilater- 
ally. A Hoffmann sign was elicited on the left. 
The temperature, pulse and respirations remained 
normal. On the twenty-fifth hospital day a lum- 
bar puncture showed an initial pressure of 150 mm. 
of water; the fluid contained 17 lymphocytes and 
25 red cells per cubic millimeter and showed a 
total protein of 31 mg. per 100 cc., a sugar of 72 
mg., and a normal gold-sol curve. On the twenty- 
eighth hospital day the patient was found rigid, 
breathing stertorously with frothy saliva coming 
from the mouth. The arms and legs were extend- 
ed, with marked rigidity at the elbows and knees. 
The wrists were uninvolved. The neck was mod- 
erately stiff. The pupils were dilated to 6 mm., 
equal and unresponsive to light. The right eye 
was turned out; the left was in the midline. The 
fundi showed blurred margins. The reflexes 
were increased. The Babinski signs were posi- 
tive on both sides. A lumbar puncture showed an 
initial pressure of 80 mm.; the fluid contained 25 
lymphocytes, 4 large mononuclears and 125 red 
cells per cubic millimeter and had a total protein 
of 33 mg. and a sugar of 101 mg. per 100 cc. 
The temperature rapidly rose to 105.8°F., and she 
died on the twenty-ninth hospital day. 


DIFFERENTIAL DIAGNosis 


Dr. Henry R. Viets: We are unable to evaluate 
this patient’s irritability because the husband had 
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lest his job at the same time. The loss of weight, 
however, is considerable and cannot be disre- 
garded. The fall may or may not have been impor- 
tant. We cannot tell from the history whether she 
was unconscious or how severe the fall was and 
therefore we have to keep that in mind without es- 
timating the importance of it. She began to have 
frontal headache and then she became confused. 
She had attacks which seemed to be petit mal — she 
stared straight ahead and her friends could not 
attract her attention. There was tinnitus; she 
lost her way, had a staggering gait and had 
amnesia, so that she rapidly forgot things. She 
continued to have a headache in the mid-frontal 
region. In other words in a few days, a week 
or more, there were developing signs of intra- 
cranial disease or of increasing intracranial pres- 
sure; it is not clear which. The pressure in the 
spinal fluid being normal and the fluid being nor- 
mal, the hospital physicians were probably jus- 
tified in making a diagnosis of concussion and 
allowing her to go home. However, she came 
back promptly with more symptoms. 

“When a pencil was put in her hand and she 
was told to write her name she did so, but if the 
pencil was handed to her upside down she tried 
to write without turning it around, unaware that 
she was not making a mark.” It is a question 
whether she had sensory aphasia and misunder- 
stood commands or did not know how to carry 
out the movements. One cannot say whether she 
had partial apraxia or not. When a pencil was 
put in her hand she did understand. So she did 
not have true apraxia because she knew the use 
of the object and could write. When the pencil 
was turned upside down she did not turn it up 
and went on writing without making a mark. In 
other words she did have some apraxia. When 
you are dealing with a patient who has sensory 
aphasia and also auditory aphasia, that is, is un- 
able to understand what you want her to do, a 
difficult diagnostic point is raised. In this case 
one cannot be sure of the diagnosis because the 
picture is mixed. 

“There was right homonymous hemianopsia.” 
That is the first sign we have pointing to a local- 
ized lesion on the left side of the brain between 
the chiasm and the occipital lobe. 

“A lumbar puncture showed normal pressure.” 
That is the third time our attention has been 
called to that. When one gets only polymorpho- 
nuclear cells in the cerebrospinal fluid one imme- 
diately begins to think of brain abscess. The 
total protein was 72 mg. per 100 cc. So the lum- 
bar puncture was negative except for a few poly- 
morphonuclear cells and an increased protein. One 
would hesitate a good deal about making a diag- 
nosis of brain abscess on a fluid as nearly normal 
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as that, yet it is suggestive and we might keep it 
in mind. 

The lesion on the left side apparently begin to 
increase, for there was a beginning facial paralysis 
on the right, and something suggestive of a 
Babinski sign on the right. In other words there 
was an expanding or encroaching lesion, perhaps 
not expanding because we still know the pres. 
sure was normal, but encroaching, on the left side 
of the brain, with right homonymous hemianopsia, 
presumably in the region of the temporal lobe. 
There again we have the association of this find- 
ing with aphasia, which would go with the same 
localization. On the twelfth day the reflexes were 
greater on the right than the left and the Babinski 
was positive bilaterally. 

There was no fever or other signs to help in 
the diagnosis. The next lumbar puncture | 
should consider normal, although possibly the cell 
count is on the edge of being high, with 17 
lymphocytes. In other words we have changed 
the formula of the cells from 6 polymorphonuclears 
to 17 lymphocytes and 25 red cells. We are get- 
ting away from the diagnosis of brain abscess to 
that of some other lesion; there is, however, no 
evidence of meningitis. 

On the twenty-eighth hospital day the patient 
was found rigid, breathing  stertorously with 
frothy saliva coming from the mouth and _ s0 
forth, all of which speaks for a fit of epilepsy of 
some sort. The arms and legs were extended, 
with marked rigidity at the elbows and knees, the 
wrists being uninvolved. She had stretching out 
of the arms and legs, with no description, to be 
sure, of the head, but something suggesting a 
cerebellar fit, an observation which tends to local- 
ize the lesion in another area from that which we 
are considering as a possibility. That, however, 
is not definite enough I think to be of value in 
localizing the lesion. The right eye turned out, 
a sign which I think is suggestive of a cerebral 
lesion. 

It was pointed out, and we must not forget, 
that she had lost 25 pounds in weight in the four 
months before entry; this is rather suggestive of 
malignant disease. In regard to the fall, we 
cannot say anything about the trauma as an etio- 
logic agent, but it might well be the cause of 
death and might well have activated something 
there. We simply have no data to go on. She 
was found some time after the onset of the at- 
tack, and we do not know whether she was un- 
conscious and, if so, how long. She did have 
some cerebral upset because she had a headache 
the next day and this persisted. Then she began 
to have convulsions and gradually we begin to 
develop the idea that she had something on the 
left side of the brain in the temporoparietal re- 
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gion, a lesion that appears to have grown greater 
as time went on, but one which did not cause 
an increase in pressure. It might have been some 
lesion that destroyed as it expanded or one that was 
flat in type and therefore did not displace the 
brain to any great extent. The other signs simply 
tell us that the lesion presumably was in this 
region but do not help in regard to the diagnosis 
of what the lesion was. 

What shall we consider as possibilities? Extra- 
dural hemorrhage does not seem likely; the course 
was too slow. 

Dr. Cuartes S. Kusik: We later obtained a 
history of mental disorder and impaired memory 
before the fall. 

Dr. Viets: That might be helpful. I did not 
want to put too much stress on the fall, but we 
have to consider it because if we exclude extra- 
dural hematoma, we must still think of subdural 
hematoma. This is the sort of thing that she may 
well have had, a subdural hematoma in which 
there is a relatively slight and slow extension of 
the tumor. The common localization is over the 
temporal lobe, going on to increased signs, but 
again there is a lack of increased pressure, which 
certainly ought to be found in the final cerebro- 
spinal fluid if not in the earlier one. Moreover, 
I am certain that if a subdural hematoma had 
been suspected the diagnostic test of trephine- 
ment would have been suggested and carried out. 
I take it that was not done? 

Dr. Kusik: No. 

Dr. Viers: Then we must consider the possi- 
bility of brain abscess. We have cells in the spi- 
nal fluid, with normal pressure, protein and sugar 
and symptoms and signs of an expanding lesion. 
If it proves to be a case of brain abscess of the 
temporoparietal lobe on the left side, I shall be 
greatly surprised. Moreover, there is no preceding 
history of infection. 

Something has affected the brain on the left 
side and destroyed the tissue in a progressive man- 
ner, without expanding as a localized tumor would. 
My best diagnosis is a metastatic lesion neoplasm, 
possibly a carcinoma. Along this line, the loss 
of weight is suggestive. 


CunicaL DiacGnosis 
Schilder’s disease. 
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Dr. Viets’s Dtacnosis 


Metastatic brain tumor. 


ANATOMICAL D1AGNosis 


Ghoblastoma multiforme, bilateral. 


Discussion 


Dr. Kusik: This patient was in the hospital 
when I was on service, and it is somewhat em- 
barrassing for me to have the case brought up. 
Because of the fact that there had been change 
in personality and impairment of memory some 
time before the fall, I believed that the fall prob- 
ably had nothing to do with the symptoms; and 
because the pressure and total protein were al- 
ways normal, and because of the hemianopsia and 
impairment of vision and finally the development 
of what we thought were bilateral signs, I thought 
that the condition was probably Schilder’s dis- 
ease. The question of an encephalogram or ven- 
triculogram was considered several times, but we 
always decided against it. We thought we ought 
to observe the patient a while longer. Then the 
condition very rapidly became much worse, and 
there was no point in going ahead with any 
further diagnostic tests. 

Autopsy revealed a very diffuse pinkish-grey tu- 
mor which extended bilaterally around the posterior 
horns of the lateral ventricles and forward into the 
temporal and parietal lobes, with the greater in- 
volvement on the right side. There was very little 
enlargement or distortion of the ventricles. In the 
gross there seemed to be two separate tumors, one 
around the posterior horn of each ventricle. Micro- 
scopic sections, however, showed tumor cells ex- 
tending all the way from one side to the other 
through the posterior part of the corpus callosum. 
Histologically the tumor is composed predominant- 
ly of fusiform cells; there are numerous mitoses, 
and I should classify it as glioblastoma multiforme. 

A Puysician: What is Schilder’s disease? 


Dr. Kusik: Schilder’s disease is a degenerative 
disease of unknown etiology affecting chiefly the 
white matter, most commonly the large body of 
white matter in the occipital and temporal lobes. 
Other parts of the brain or the optic nerves may 
also be involved. 
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A MERRY CHRISTMAS 


For a hundred and twenty-seven years the Jour- 
nal, whether as the New England Journal of Medt- 
cine and Surgery and the Collateral Branches of 
Science, the Boston Medical Intelligencer, the Bos- 
ton Medical and Surgical Journal or the New Eng- 
land Journal of Medicine, whether in cold type or 
in warm spirit only, has been wishing its readers 
a Merry Christmas! 

Our journal’s generations of readers, during this 
course of years, have seen a good many Christmases 
added to the record; a good many —the majority, 
we hope —sufficiently merry, and others not so 
merry in the festive sense of the word. The first 
readers of the infant New England Journal of 
Medicine and Surgery and the Collateral Branches 
of Science, to repeat the full title, started perusing 


this literary prodigy in the midst of an unpleasant- 


ness with England that turned out more merrily 
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for us than for Merry England. How long the 
issue of the conflict remained in doubt our his- 
torical memory fails to announce, but perhaps 
it was a foregone conclusion by December of that 
year. 

From the War of 1812 on, our recurring periods 
of financial panic and depression must at times 
have taken the edge off any contemplated ob- 
servance of the gladsome Yuletide, and our grim 
years of civil war saw many an empty stocking 
and many a vacant chair by the hearth on Christ- 
mas Day. As a matter of further record, many 
of the last twenty-five years have not been un- 
commonly merry in the usual meaning of the 
word, what with war, pestilence, panic, depres- 
sion and again war to complete the cycle. 

Why, then, a Merry Christmas? The wish 
seems a contradiction in terms unless we can find 
some different definition for the word “merry”; 
some particularly thoughtful interpretation of the 
whole phrase. 


A Merry Christmas, according to the interpreta- 
tion that we should prefer, is a reaffirmation, re- 
gardless of material circumstances, of our faith 
in the ultimate triumph of those human qualities 
that Christ crystallized in his teachings and ex- 
emplified in his life. The louder the roar of the 
cannon and the blacker the blasphemies of Anti- 
christ, the more peaceful and the brighter must 
appear by comparison the spiritual resolutions that 
we renew at this time. 


And so the Journal, with special emphasis, again 
wishes its readers a Merry Christmas in the true 
universal meaning of the term—a meaning ac- 
ceptable to all races and faiths and creeds! 


THE NATION LOOKS AT SEX 
Tue United States Public Health Service, hav- 


ing declared itself on syphilis in no uncertain 
terms, is now formulating plans for extensive sex- 
education projects. This stand has been taken and 
broadsides have been launched against that which 
usually is, no matter how we may try to side-step 
the issue, a result of sex indulgence. The pro- 
posed plans are to go to the root of the matter, 


Vol. 221 No. 25 


and if sex cannot be eradicated, it will at least be 
brought into the light. 

One notable objective was attained in the cam- 
paign against syphilis—a campaign which is not 
over, and one in which the Public Health Service 
provided some of the heaviest artillery — when that 
enemy was brought into the open and tagged by 
name. It is a help to know what we are talking 
about and to be able to wrestle with our problems 
on the turf instead of in the underbrush, and in 
this light it was of considerable assistance when 
a rather inconsistently sanctimonious press broke 
down and lisped the horrid syllables in black and 
white. Now, we presume, if sex is to be beaten 
from its covert, the “statutory offense” must give 
way before some Anglo-Saxon equivalent. 

Most of us, no doubt, have long believed in sex 
education of the reasonably young, and many of 
us have tried our hand at it in the privacy of 
the home or the sanctity of the office. We have 
learned that it is not so easy to reach the mark 
in a natural and nonchalant fashion, nor are our 
targets always vulnerable. The very young are 
not interested in the problems of sex, and the rather 
older already know too much to be receptive. It 
is a trick to catch them at that expectantly open- 
minded age and to “give them the works,” as the 
quaint expression goes, so that the information will 
get across in a reasonably dignified manner. 

According to the federal health authorities, sex 
education in the true sense can be taught in schools 
only as part and paicel of all the courses in the 
curriculum. The sex-education course is neither 
sufficient nor desirable. The emotional and social 
implications of the subject are as important for 
young people to know as are the physiological 
facts. 

The question that we should raise, freely grant- 
ing the high <esirability of an understanding of sex 
with all its implications, concerns the methods by 
which it can be taught. Can we count on the 
Latin, the history and the shorthand teachers to 
do their bit with a clear appreciation of the mat- 
ter in hand? What are the qualifications of these 
individuals for dealing with a problem that so 
often baffles thoughtful parents and patient physi- 
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cians? If the Public Health Service can tell us 
how it should be done, then another tally can be 
chalked up for paternalism in government. 


MASSACHUSETTS MEDICAL SOCIETY 


SECTION OF OBSTETRICS 
AND GYNECOLOGY* 
Raymonp S. Tirus, M.D., Secretary 


330 Dartmouth Street 
Boston 


PosrpartuM Hemorruace, FoLtowep 
py A Farat Gas-Bacititus INFECTION 


Mrs. H. W., a thirty-three-year-old para III, en- 
tered the hospital July 22, 1933, in mild labor at 
full term. On admission the cervix was well 
taken up and dilated to admit one finger, the 
breech presenting in left position and just above 
the level of the ischial spines. The patient contin- 
ued in poor labor throughout the day; at 12:30 
a.m., July 23, the cervix was almost fully dilated, 
and the membranes ruptured spontaneously at 
2 a.m. 

The family history was not obtained. The pa- 
tient’s past history was not remarkable. An ap- 
pendectomy was performed in 1920, and the ton- 
sils and adenoids had been removed in 1925. The 
patient’s two previous pregnancies were normal 
throughout. Catamenia began at fourteen, were 
regular with a thirty-day cycle and lasted three 
to four days. The last menstrual period was Oc- 
tober 14, 1932, making the estimated date of con- 
finement July 8. The pregnancy ran a normal 
course save that there was a tendency to gain 
weight rapidly. Two attempts were made at 
external version during the puerperium, but 
neither was successful. 

The patient was a moderately obese woman in 
apparent good health. The temperature was 
99°F., the pulse 80, and the respirations 25. 
The lungs were normal to percussion and aus- 
cultation; the heart sounds were regular, with 
the apex beat in the fifth interspace and no 
murmurs. The abdomen was rounded, and the 
uterus consistent in size with a full-term preg- 
nancy. The position was LSA, and the fetal 
heart rate 140, heard best in the left lower 
quadrant of the abdomen. The breech was 
floating. No vaginal examination was performed. 
The blood pressure was 130 systolic, 68 diastolic, 
and the hemoglobin 84 per cent (Dare). 

The cervix remained at almost full dilatation for 

*A series of selected case histories by members of the section will be 


published weekly. Comments and questions by subscribers are solicited 
and will be discussed by members of the section. 
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three hours without progress. In view of this it 
was decided to perform a breech extraction under 
nitrous oxygen and ether anesthesia. Under asep- 
tic precautions the frank breech was converted in- 
to a footling by Pinard’s maneuver. The extrac- 
tion continued without difficulty until the shoul- 
ders had reached the outlet, at which time there 
was some difficulty in delivering the anterior 
shoulder under the arch. This having been ac- 
complished, the head was flexed and readily de- 
livered by suprafundic pressure. The child was 
a normal male infant, weighing 9 pounds, 3 
ounces, and cried immediately. 

Immediately following the birth of the child 
there was an abnormal amount of flowing. By 
Credé’s maneuver the placenta and membranes 
were expressed complete and without difficulty 
five minutes following the birth of the child. The 
uterus contracted well following the intramus- 
cular injection of posterior pituitary extract, but 
flow from the vagina continued. The cervix was 
then inspected, and it was found that there was 
a deep bilateral laceration of the cervix, which 
was most marked on the left. This was re- 
paired with interrupted No. 1 chromic catgut su- 
tures. In spite of this repair the flow was still 
abnormal in amount. The uterus by this time 
seemed relaxed and atonic, and on this account 
it was packed with gauze. This controlled the 
hemorrhage, and the patient appeared in excel- 
lent condition except that the pulse had risen to 
140 and the blood pressure was 65 systolic, with 
a diastolic level that could not be definitely ob- 
tained. 

At 8:30 a.m. the patient was transfused with 
500 cc. of citrated blood from a compatible donor. 
She was also given 1200 cc. of 5 per cent glucose 
solution in saline, intravenously. Despite the 
transfusion and intravenous medication the sys- 
tolic pressure did not rise above 90 and the 
diastolic was obtained at 60. The pulse gradu- 
ally rose to 160. The patient had slight air hun- 
ger but was able to take fluids freely. 

At 2:30 p.m. the blood pressure was 80 sys- 
tolic, 50 diastolic. It was noted that the abdomen 
seemed distended, and the temperature was re- 
ported as 103°F. (axillary). The air hunger dis- 
appeared, and the patient’s color improved. 
There was no increased amount of staining 
through the pack, and no evidence of fluid in 
the abdomen could be made out. The patient 
was then seen in consultation. The consultant 
was of the opinion that the picture was one of 
shock and hemorrhage and that there was the 
possibility of intra-abdominal bleeding through 
the cervical wound. 

Under nitrous oxide and oxygen anesthesia the 


Dec. 21, 1939 


vaginal and intra-uterine packs were removed. 
There was a slight musty odor noted when the 
intra-uterine pack was removed, but no definite 
significance was attached to this. On examin- 
ing the cervix it was found that although it 
had been sutured on both sides there was still, 
on the left above the topmost suture, a laceration 
about 2.5 cm. in length which extended up into 
the left broad ligament. The patient at this time 
was not bleeding. The consultant advised that 
the abdomen be opened, and on so doing enor- 
mous distention of the intestines, with some 
serous fluid in the peritoneal cavity, was noted. 
There was some edema and induration of the 
peritoneum of the left broad ligament directly 
over the laceration of the lower segment. There 
was, however, no tear into the peritoneal cavity. 
The consultant advised that the uterus be re- 
moved to control any further hemorrhage, and a 
supravaginal hysterectomy was done without dif- 
ficulty. During the course of the operation the 
patient was given two 500-cc. transfusions of cit- 
rated blood. The pulse dropped to below 140, and 
the patient seemed in better condition at the 
end than at the beginning of the operation. 

Her condition continued to be poor, and the 
pulse remained elevated. The temperature gradu- 
ally rose to 105°F. at 7 a.m., July 24. Because 
of the peculiarity of the postpartum course, the 
uterus had been sent to the pathological labora- 
tory for culture; the report raised the question of 
gas-bacillus infection. The patient remained un- 
conscious, the pulse became more elevated and 
the temperature rose to 107°F. (axillary). At 
10 a.m. the patient expired, approximately thirty 
hours following delivery. An autopsy was re- 
fused. Blood taken from the heart post mortem 
yielded cultures positive for Clostridium welchit. 


Comment. This case illustrates postpartum 
hemorrhage from a lacerated cervix and its treat- 
ment. It also shows the precipitous course of 
fatal gas-bacillus infection. It is uncommon for a 
cervix to be torn in breech delivery when practi- 
cally complete dilatation has been obtained be- 
fore operation. Proper treatment rests on an in- 
telligent diagnosis. In this case it was immedi- 
ately ascertained that the cervix was torn and 
proper treatment was instituted at once. The 
hemorrhage was controlled, and the loss of blood 
made up by citrate transfusion. The continued 
hemorrhage from the atonic uterus was con- 
trolled by packing. It is barely possible that the 
introduction of the pack may have been the means 
of infecting the patient with Cl. welchii. In cases 
of extreme postpartum hemorrhage, one may see 
a moderate rise in temperature, but a sustained 
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rise, such as this case evidenced, can mean noth- 
ing but some sort of severe infection. Laparoto- 
my proved that the operation was unnecessary, 
because there was no blood in the peritoneal cav- 
ity; the subsequent hysterectomy for the purpose 
of preventing possible further hemorrhage so long 
after delivery seems hardly justifiable even though 
the abdomen was opened. Better to have closed 
the abdomen without further operating on a pa- 
tient as ill as this one was. Fortunately, puerperal 
infections caused by Cl. welchii are extremely 
uncommon. It is quite a coincidence that two 
cases infected by this organism should be re- 
ported in this column. 


ZINC PLATES OF PHYSICIANS 


Upon a number of occasions recently, the attention of 
the Committee on Ethics and Discipline has been called 
to material which has appeared in various local newspa- 
pers throughout the state. This material takes the form 
of a fairly large-sized zinc plate showing a physician in 
the center surrounded by various drawings which illus- 
trate events in his life. 

As a rule the newspapers gain no direct profit from 
publishing the plate, and the physician is led to believe 
that he is contributing to a worth-while local project. Sub- 
sequently he is given an opportunity to purchase the 
original drawing from the artist. 

When a series of these appear, it usually results in un- 
pleasant repercussions among local physicians and prob- 
ably does not add to the dignity of the profession. It has 
been suggested that all members of the Society be warned 
against participating in such a scheme. 


ALEXANDER S. Beco, M.D., Secretary. 


DEATH 


THOMPSON — Freverick H. Tuompson, M.D., of 
Fitchburg, died December 14. He was in his ninety- 
sixth year. 

Born in New Salem, he attended New Salem Academy 
and Phillips Exeter Academy. He received his degree 
from Harvard Medical School in 1870, and served as 
surgical intern at the Massachusetts General Hospital. 
Immediately after graduation he became physician at the 
state industrial school for girls in Lancaster and four 
years later moved to Fitchburg and started private prac- 
tice. 

Dr. Thompson was a founder of the Burbank Hospi- 
tal in Fitchburg, where he was chief surgeon for many 
years. He also served as medical examiner for several 
years. 

He was a member of the Massachusetts Medical So- 
ciety and the American Medical Association. 

His son, a daughter, three grandchildren and one great- 
grandchild survive him. 
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DEATH 


COGSWELL — Lioyp H. Cocsweit, M.D., practicing 
physician, civic and political leader, and prominent in 
State military circles, died suddenly at his home in War- 
ner, November 25, at the age of fifty-nine. 
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Dr. Cogswell was born December 7, 1879, the son of 
Dr. John R. and Ellen (Hildreth) Cogswell. He was 
graduated from the New York University Coll2ge of Medi- 
cine in 1901. After serving his internship in New York 
City he returned to Warner in July, 1903. For a while he 
worked with his father and later took over the latter’s 
practice, carrying it on up to the time of his death. 

In August, 1918, Dr. Cogswell joined the Medical Corps 
of the U. S. Army, with the rank of captain. He served 
with the base-hospital unit at Camp Hancock in Augusta, 
Georgia, and later at Camp Dix in Wrightstown, New 
Jersey. In 1923, shortly after the reorganization of the 
New Hampshire National Guard, Dr. Cogswell joined the 
organization and was assigned to the medical detachment. 
In 1929 he was promoted to the rank of major and be- 
came commanding officer of the 197th Regiment, Coast 
Artillery Anti-Aircraft, a position which he held at the 
time of his death. 

Surviving him are his wife, Mrs. Annie U. Cogswell, 
and three sons, Richard U., William N. and Dr. Thomas 
G. Cogswell, all of Warner. 


Henry H. Amspen, Necrologist. 
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VERMONT NEWS 
VERMONT DEPARTMENT OF HEALTH 


The following communicable diseases were reported to 
the office of the Department of Public Health during the 
month of October: chickenpox, 141; mumps, 14; diphthe- 
ria, 1; undulant fever, 1; measles, 65; Vincent's infection, 3; 
German measles, 9; poliomyelitis, 15; scarlet fever, 22; 
whooping cough, 138; tuberculosis, 13. 

The Laboratory of Hygiene made 2775 examinations, 
the details of which are: 


Examinations for diphtheria bacilli ................0000000 76 
” ** typhoid fever (Widal reaction)............ 89 
149 


* tubercle bacilli 


209 
** water, bacteriological and chemical........ 122 
** milk, submitted for chemical only......... 0 
milk, submitted for microscopical only... . 31 
milk, market (for bacteria only).......... 56 
Autopsies to complete death returns....................+.-- 0 
3 


Activities for the month for the Division of Communi- 
cable Diseases included the taking over of the clinic at the 
Free Dispensary for the treatment of syphilis; the begin- 
ning of the program in the high schools and the organiza- 
tion of the social-hygiene program for the freshmen at the 
University of Vermont. Arrangements have also been 
completed throughout the state for the “clinic” treatment 
of indigent cases of gonorrhea or syphilis. 

The work of the sanitary engineer during this month 
required travel over practically the entire state. A majority 
of the time was spent on water-supply problems. These 
included the annual inspection of railroad passenger-car 
watering facilities made for the United States Public Health 
Service. 

The Crippled Children’s Division reports 195 visits by 
nurses. The hospital report shows 15 patients in hospitals 
at the beginning of the month, 15 admitted during the 
month and 22 discharged. One hundred and forty-six 
pieces of apparatus were fitted during the month. The 
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Occupational Therapy Division reports 31 home visits and 
sales of $212.15. 

The director of the Maternal and Child Health Division 
attended several conferences and gave several lectures. 
A conference was also held with the state and territorial 
health officers in Washington, District of Columbia, with 
discussion on “merit systems.” Several of the members 
of the staff of the Public Health Nursing Division attended 
the American Public Health Association meeting in Pitts- 
burgh. Six hundred and eighty-six baby booklets, 140 diph- 
theria consent cards and 452 notifications of birth registra- 
tion were sent out in October. 


MARITAL TUBERCULOSIS 


Frequently the physician is asked whether or not it is 
safe for a tuberculous person to marry. The danger of 
infecting children who may be born of a tuberculous 
parent is well recognized. What oi the possibility of in- 
fecting the other marital partner? Because of contradic- 
tory expressions of opinion on this point, H. I. Spector 
(Marital Tuberculosis. Am. Rev. Tuberc., 40:147-156, 
1939) sought for an answer by means of the statistical 
method. An abstract of his paper follows: 


Marital tuberculosis is detined as the development of 
clinical tuberculosis in both husband and wife. One must 
not, however, apply this definition dogmatically, for it 
cannot, in all cases, be assumed that the disease has been 
transmitted by the consort, and it is also possible for a tu- 
berculous consort to marry a supposedly non-tuberculous 
mate who at the time of marriage had an unrecognized 
latent or active tuberculosis. But undoubtedly infection 
from the tuberculous marital partner to the healthy one 
takes place in the majority of instances of marital tuber- 
culosis. 

A review of the literature regarding marital tubercu- 
losis reveals that conclusions of various writers contra- 
dict each other. The frequency of marital tuberculosis 
is reported by one writer as 2.9 per cent, by another as 
58 per cent and by several others as variations between 
these figures. The more recent literature, however, seems 
to concur with the view that tuberculosis is much com- 
moner than in the general population. 

The writer received 208 replies from questionnaires 
sent to physicians in the United States and European and 
South American countries. There was a divided opinion 
as to the frequency of marital tuberculosis in married 
couples; the majority believing that tuberculosis in both 
husband and wife is not common. Many, however, be- 
lieved the incidence to be greater than in the general 
population. The number of physicians who were in- 
clined to permit marriage between arrested tuberculous 
individuals was greater than those who permitted mar- 
riage of a tuberculous individual with a non-tuberculous 
one. The majority permitted tuberculous couples to have 
children, but with reservations. 

In addition to these collected opinions the author made 
a study of marital tuberculosis based on 11,193 cases of 
tuberculosis reported during a ten-year period to the 
Health Division of St. Louis. From this group came 210 
couples (420 persons) all with clinical, active disease. It 
was found that while only 3.8 per cent of the reported 
cases of tuberculosis in married people are in both hus- 
band and wife, nevertheless the risk of contracting the 
disease when in marital contact with an active case is 
twenty-nine times greater than it is in the general popu- 
lation. 

About one third were Negroes—the rest Whites. 
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Sputum was positive in both consorts in 20 per cent of 
cases, positive in either wife or husband only in about 
25 per cent. In 55 per cent, sputum was negative or 
questionable. 

Interested in knowing whether the danger of infection 
from the marital tuberculous partner is greater to the 
healthy consort or to the other contacts, especially chil- 
dren, case histories from the viewpoints of infection and 
the development of clinical disease in contacts were 
analyzed. It was found that the incidence rate in con- 
tacts was 9 per cent or sixty-nine times greater than in 
the general population.— Reprinted from Tuberculosis 
Abstracts, December, 1939. 


COMMITTEE ON PHARMACOTHERAPY 
AT HARVARD 


Harvard University recently announced the formation 
of a University Committee on Pharmacotherapy, co- 
ordinating the efforts of practicing physicians and Har- 
vard scientists in biology, chemistry and medicine, in or- 
der to develop research and improved graduate training 
in the field of pharmacology and experimental thera- 
peutics. 

Funds to support the work of the committee for the 
next five years have been donated by a group of corpora- 
tions interested in medical and therapeutic research. 

“Recent activities in pharmacology and chemotherapy 
hold promise of important development in the treatment 
of disease,” said Dean C. Sidney Burwell, of the Harvard 
Medical School, in announcing the formation of the com- 
mittee. He added: “The adequate exploration of this 
field necessitates close co-operation of various departments 
of the University.” 

Formation of the committee follows the policy of Presi- 
dent James B. Conant to lower the customary barriers 
separating the activities of the different departments of 
arts and sciences. 

Dr. Soma Weiss, Hersey Professor of the Theory and 
Practice of Physic, Harvard Medical School, is chairman 
of the committee, the function of which will be to bring 
together men concerned with diverse aspects of therapeu- 
tics, including chemists and biologists from the Harvard 
Faculty of Arts and Sciences, pharmacologists, physiol- 
ogists and biochemists from the Harvard Medical School 
and physicians working with patients in hospitals. 

Other committee members are: Dr. Fuller Albright, 
assistant professor of medicine; Dr. Henry K. Beecher, as- 
sociate in anesthesia; Dr. Burwell, ex officio; Dr. Walter 
B. Cannon, George Higginson Professor of Physiology; 
Dr. William B. Castle, professor of medicine; President 
Conant, ex officio; Dr. Louis F. Fieser, professor of chem- 
istry; Dr. A. Baird Hastings, Hamilton, Kuhn Professor of 
Biological Chemistry; Dr. Frederick L. Hisaw, professor 
of zoology; Dr. Otto Krayer, associate professor of com- 
parative pharmacology; and Dr. Reginald P. Linstead, 
professor of chemistry. 

“As a result of the co-operation of investigators in va- 
rious parts of the University, it is hoped that pharmacol- 
ogy and experimental therapeutics will be more effectively 
cultivated and that an opportunity will be afforded for a 
new and improved graduate training in the field of phar- 
macology and experimental therapeutics,” Dr. Burwell 
said. He added that graduate students entering the study 
program will find the preparation suitable for a number 
of fields, including the pharmaceutical industry. 
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PROPOSED NEW PLAN OF DENTAL 
EDUCATION AT HARVARD 


To the Editor: During the past year a Harvard Univer- 
sity committee has been studying the problems of dental 
education. The report of this committee has been consid- 
ered by the Faculty of Medicine and by the administra- 
tive authorities of the university. 

No official statement regarding the suggestions of the 
committee has yet been released. Nevertheless, various 
accounts, based entirely upon rumor, have appeared. It 
is unfortunate, both for the Harvard Dental School and 
for dental education, that many irresponsible and mis- 
leading statements have been made which, in large part, 
are without foundation in fact. 

It is not possible at this time to release the details of the 
plan which has been formulated, but it is expected that a 
full account ot it will be made public not later than 
January 1. In the meantime the following observations 
may serve to correct some of the many misapprchensions 
that now exist. 


1. Harvard is not “going to end its dental school after 
seventy years.” 
It is not true that, as of this fall, the Harvard Den- 
tal School has ceased to exist. As a matter of fact 
the Harvard Dental School did accept this fall the 
usual first-year class, with a full quota of students, 
and will carry this class through the entire four 
years under the present framework. 

3. There is no truth in the statement, as applied to 
the present situation, or to the contemplated new 
plan, that “all candidates contemplating the study 
of dentistry must first enroll and qualify by ac- 
quiring the degree of doctor of medicine, before 
entering upon the study of dentistry.” 

4. The statement that the objective of the new course 
in dentistry will be not to train men for the gen- 
eral practice of dentistry is misleading. What- 
ever new plan is adopted, it will still be possible for 
men to qualify for general dental practice and to 
satisfy requirements for licensure. 

5. The statement that the Harvard Dental School is 
going to discontinue teaching prosthetic and other 
forms of restorative dentistry and confine itself 
simply to preparing men for oral surgery and other 
specialties is wholly without foundation in fact. 

6. The dental profession may rest assured that any 
modifications in the curriculum now under consid- 
eration will, if put into effect, be expected to ele- 
vate the importance of dentistry as a_ profession, 
and neither to lower its standards nor to diminish 
its effectiveness. 

Until a full account of the plans of the new course 

has been presented officially, we ask the many who 

are inter ‘ed in the Harvard Dental School and in 
the progress of dental education to delay judgment. 


Leroy M. S. Miner, Dean, 
Harvard Dental School. 


bed 
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AGREEMENTS OF MEDICAL AND SURGICAL 
ASSOCIATES AND HEALTH SERVICE, 
INCORPORATED 


To the Editor: Following your request for more de- 
tailed information in regard to the medical care and serv- 
ice furnished by Medical and Surgical Associates to the 
subscribing members of Health Service, Incorporated, I 
enclose herewith copies of four agreements, in effect or 
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proposed, that cover various aspects of the scheme. Some 
of the forms will undoubtedly be subject to change before 
going into effect. Suggestions and criticisms wil! be wel- 
comed. 
CHANNING FrotHincHaM, M.D., 
for Medical and Surgical Associates. 
* * * 


PartNeRsHIP AGREEMENT OF MEDICAL AND SURGICAL 
ASSOCIATES 


AkTICLES OF AGREEMENT made this first day of Novem- 
ber, 1939, by and between Allan M. Butler of Brookline, 
County of Norfolk and Commonwealth of Massachusetts; 
Hugh Cabot of Cambridge, County of Middlesex and said 
Commonwealth; Robert L. DeNormandie of Lincoln, 
County of Middlesex and said Commonwealth; Channing 
Frothingham of Boston, County of Suffolk and said Com- 
monwealth; and Edward L. Young of said Brookline. 


1. The parties above named hereby agree to associate 
together as partners under the firm name of Medical and 
Surgical Associates for the purpose of establishing, main- 
taining and operating a health plan whereby medical 
care and services may be provided by individuals who are 
legally qualified to give such medical care and services to 
such of the public as become subscribers to the plan and 
make monthly or other regular payments in accordance 
therewith, and for the further purpose of entering into 
contracts with other organizations which operate similar 
health plans whereby Medical and Surgical Associates 
agrees to furnish medical care to members of the health 
plans of said organizations through themselves or through 
other physicians associated with them by agreement. 


2. Said partnership shall commence on the first day of 
November, 1939, and shall continue for a period of five 
years from said date and for such further time as the 
partners May agree upon, 

3. The business of the partnership shall be carried on 
at Boston, Massachusetts, and at such other place or 
places as the partners shall hereafter from time to time 
determine, 

4. Each partner shall devote such of his time to the 
business of the partnership as appears necessary from 
time to time and is not incompatible with his other pro- 
fessional obligations. 

5. Each partner shall contribute such amounts of capi- 
tal as shall be mutually agreed upon from time to time. 

6. Interest at the rate of four per cent shall be paid on 
the capital contributed by each partner. 

7. The members of the partnership shall be paid only 
for their services in the capacity of consulting or associated 
physicians and for time actually spent in the management 
of the partnership. There shall be no drawing accounts. 
The profits of the partnership shall not be distributable 
to the partners. All net profits shall be added to a re- 
serve fund to be established and maintained by the part- 
ners, Which shall be used for the sound and efficient con- 
duct of the business. Any amounts of said fund, or any 
profits, which shall not be required for said purpose shall 
be used insofar as the partners shall deem proper to in- 
crease the income available to physicians associated or em- 
ployed in the rendering of medical care by the partner- 
ship, to improve the standard of medical care rendered 
by the partnership, or to decrease the cost of said medical 
care to subscribing members of said health plans. Any losses 
which shall happen to the said business shall be borne 
and paid by the said partners equally. Any amounts so 
paid by the partners in one year may be reimbursed to them 
from income of subsequent years. 

8. There shall be kept at all times during the con- 
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tinuance of the partnership full and correct books of ac- 
count wherein all of the said partners shall enter all 
moneys by them or any of them received, paid out or ex- 
pended in connection with the said business and all other 
matters and things whatsoever to the said business and 
the management thereof pertaining, which books shall be 
used in common between the said partners so that any of 
them may have access thereto without any interruption 
or hindrance of the others. All business transactions of 
the said pertrership shall be carrieu out only with the 
knowledge and consent of all partners. The moneys 
belonging to the partnership shall be deposited in some 
bank mutually agreed upon, and all drafts upon the same 
shall be made in the name of the partnership. 

9. The parties hereto mutually agree to and with each 
other that during the continuance of their partnership 
none of them will endorse any note or otherwise become 
surety for any person or persons whomsoever without the 
consent in writing of the other parties. 

10. On or before the first Monday of February in each 
year for as long as the partnership shall continue, a gen- 
eral account shall be made and taken by the partners of 
all receipts, payments, engagements and transactions of 
the partnership during the then preceding fiscal year, 
which shall be from January 1 to December 31, and all 
capital, property, engagements and liabilities for the time 
being of the partnership, and from this the amount of 
the net profits for the said preceding year shall be de- 
termined, said profits to be used as provided in Para- 
graph 7 above. 

11. The death of any partner shall not dissolye the 
partnership between the remaining partners. In case of 
the death or retirement of any partner, the said retiring 
partner or the estate of the said deceased partner shall be 
entitled to any amounts of the capital contributed by the 
said partner. Such retiring partner or such estate of a 
deceased partner shall not have or be entitied to any other 
payment or interest. 

12. At the termination of the partnership, the part- 
ners will make each to the others full and correct accounts 
of all things relating to their said business, and all the 
remaining assets of the said partnership shall go to the 
Boston Medical Library. 


Ix Witness Wuereor the said parties hereunto set 
their hands and seals on the day and year first above 
written. 

CHANNING FROTHINGHAM, 
Epwarp L. Youna, 
Hucu Casor, 

ALLAN M. But_er, 
Rosert L. DeENorMANDIE. 


ProposEpD AGREEMENT BETWEEN Service, INc., 
AND MEDICAL AND SURGICAL ASSOCIATES 


Tuts AGREEMENT, made this... day of 1939, 
by and between Health Service, Inc., a Massachusetts 
corporation duly established by law, and Allan M. Butler 
of Brookline, County of Norfolk and Commonwealth of 
Massachusetts; Hugh Cabot of Cambridge, County of 
Middlesex and said Commonwealth; Robert L. DeNor- 
mandie of Lincoln, County of Middlesex and said Com- 
monwealth; Channing Frothingham of Boston, County 
of Suffolk and said Commonwealth; and Edward L. 
Young, of said Brookline, co-partners doing business 
under the firm name of Medical and Surgical Associates, 
WITNESSETH: 
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Wuereas, Health Service, Inc., is a Massachusetts cor- 
poration organized under General Laws, Chapter 180, 
for the purpose, among others, of establishing, maintain- 
ing and operating a non-profit health plan whereby medi- 
cal care and service, both preventive and curative, may 
be provided at low cost by individuals who are legally 
qualified to give such medical care and services with 
whom this corporation shall have contracts directly or 
indirectly for such care and services to such of the pub- 
lic of low income resident in the said Commonwealth as 
become subscribers to the plan and make monthly or other 
regular payments in accordance therewith, and 

Wueneas, Medical and Surgical Associates is a partner- 
ship organized for the purpose, among others of entering 
into contracts with other organizations which operate 
health plans whereby Medical and Surgical Associates 
agrees to furnish medical care to the subscribing mem- 
bers of said organizations, 

Now Tuererore the parties hereto do hereby mutually 
agree as follows: 


1. The said Medical and Surgical Associates, through 
its partners, associated physicians and employees, shall 
furnish to the subscribing members of Health Serv- 
ice, Inc., who are referred to said Medical and Surgical 
Associates, all the medical care and services called for 
by the form of subscribing member agreement hereto 
attached and hereby incorporated herein. 

2. In the furnishing of such medical care, the re- 
lation of Medical and Surgical Associates to Health 
Service, Inc., shall be that of an independent contrac- 
tor, and Health Service, Inc., its officers and employees 
shall have no control, authority or power of regulation 
over said Medical and Surgical Associates, its asso- 
ciated physicians or employees as to the manner, meth- 
ods or details of the furnishing of said medical care. 
3. Medical and Surgical Associates shall designate 
one of its partners or employees to serve as medical 
director of the medical services furnished to said mem- 
bers of Health Service, Inc., by Medical and Surgical 
Associates. The said medical director shall be paid 
by and subject solely to the authority of Medical and 
Surgical Associates. 

4. Health Service, Inc., shall have the right to in- 
spect all of the business books and accounts of Medi- 
cal and Surgical Associates pertaining to Health Serv- 
ice, Inc., and its said members at any reasonable time. 
5. Medical and Surgical Associates agrees to indem- 
nify Health Service, Inc., against any claims by said 
members for failure to provide the medical care called 
for by the subscribing member agreement or for mal- 
practice, and Medical and Surgical Associates agrees 
to carry the usual policies of insurance against claims 
of this nature. 

6. Health Service, Inc., agrees to pay quarter-annually 
to Medical and Surgical Associates not less than eighty 
per cent of all payments received from its said members, 
with the exception of initial registration fees, and as 
much more than eighty per cent as is compatible with 
the sound operation of Health Service, Inc., with the 
exception that a less per cent may be paid during the 
first year of operation. 

7. Medical and Surgical Associates agrees that the 
members of the partnership shall receive compensation 
from said payments only for their services in the capaci- 
ty of consulting or associated physicians and for time 
actually spent in the management of the partnership; 
that there shall be no drawing accounts for members 
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of the partnership; that the profits of the partnership 
shall not be distributable to the partners; that all net 
profits of the partnership shall be added to a reserve 
fund to be established and maintained by the partners, 
which shall be used for the sound and efficient conduct 
of the business; and that any amounts of said fund, 
or any profits, which shall not be required for said 
purpose, shall be used insofar as the partners shall deem 
proper to increase the income available to physicians 
associated or employed in the rendering of medical care 
by the partnership, to improve the standard of medical 
care rendered by the partnership, or to decrease the cost 
of said medical care to subscribing members of said 
health plan; and that at the termination of the partner- 
ship all the remaining assets of the said partnership 
shall go to the Boston Medical Library. 


%. This agreement and the rights and obligations 
of the parties hereunder shall continue in effect until 
terminated by either party by notice in writing to the 
other at least six months prior to the date of termina- 
uon, 


Ix Wirness Wuereor the parties hereto have set their 
hands and seals on the day and year first above written. 


AGREEMENT BETWEEN Heattu Service, Inc., 
AND SUBSCRIBING MEMBER 


Health Service, Inc., agrees with the subscribing mem- 
ber named on the membership card issued in conjunction 
herewith to make available to said member (and de- 
pendents) according to the terms and conditions of the 
membership card and the provisions hereinafter set forth 
the benefits of the agreements between Health Service, 
Inc., and duly licensed and qualified physicians whereby 
said physicians agree to furnish to members of Health 
Service, Inc., medical care and services in accordance with 
the provisions set forth hereunder, 

Health. Service, Inc. (hereinafter referred to as Health 
Service), is incorporated under the laws of the Common- 
wealth of Massachusetts as a non-profit organization. 


1. Medical Care to Be Rendered 


A. Health Service associated physicians will render 
to members (and dependents) medical care according to 
the terms and with the exceptions hereinafter set forth, 
such medical care to consist of examination and the diag- 
nosis of any pathological condition, together with the 
treatment of the same, whether the treatment be by means 
of physiotherapy, medication, manipulation or application 
of splints and dressings, and all preventive care, opera- 
tions and treatments recognized as standard treatment in 
the condition under observation by the medical and sur- 
gical profession, including clinical and laboratory tests, 
x-ray study and professional consultations. Health Serv- 
ice associated physicians shall render twenty-four hour 
service by telephone and shall respond to demands for 
domiciliary care, office care, consultation and treatment. 
The associated physician shall determine, subject, in case 
of question by the patient, to the approval of the Health 
Service medical director, the nature and extent of the 
medical care required by the patient’s condition. 

B. When ordered by an associated physician, Health 
Service shall furnish to a patient ambulance service not 
to exceed fifteen riding miles’ travel by the patient on any 
one trip. 


Il. Exceptions and Exclusions to Care Rendered 


A. The medical care provided for herein shall not 
include treatment for mental, alcoholic or drug addiction 
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diseases or illnesses arising out of or induced by intoxica- 
tion or drug addiction of the patient, or radium and x-ray 
therapy for tumor or cancer. 


B. All orthopedic appliances, artificial limbs, trusses, 
glass eyes, appliances for deafness, artificial teeth, eye 
glasses, crutches, wheel chairs, sick-room furniture, 
nursing care, hospitalization, blood-transfusion donors and 
medicinal preparations prescribed for and used by or 
furnished to a patient, for which a charge is made, will 
be paid for by the patient. 

C. The cost of medicinal preparations required for 
hypodermic, intramuscular, intravenous or intraspinal in- 
jections and hormone or vitamin therapy shall be borne 
by the patient, but the treatment, except for the cost of 
said medicinal preparations, shall be furnished by Health 
Service. 

D. With respect to any condition known to require 
medical care prior to the date of execution of an applica- 
tion for subscribing membership, treatment for the same 
may be given conditionally upon the payment of special 
charges to be mutually agreed upon by Health Service 
and the subscribing member. 

E. Health Service will not furnish dental diagnosis or 
care of any nature, or x-rays associated therewith. 

F. Health Service will assume no_ responsibility, 
financial or otherwise, for any medical care given or rec- 
ommended by a physician not associated with Health 
Service. 

G. Health Service shall be subrogated to the rights 
of the subscribing member (and dependents) in the event 
of an existing right to recover or recovery from any third 
party of the cost of medical care furnished by Health 
Service. 

H. The medical care provided for herein shall not 
include treatment of a patient suffering from any injury 
arising out of and in the course of the employment of the 
patient and compensable under the Workmen’s Compen- 
cation Act of the Commonwealth of Massachusetts, or 
any similar state or federal law. The member shall be 
personally responsible for the reasonable value of all serv- 
ices rendered in the treatment of any such injury unless 
payment therefor shall have been made to Health Service 
by the employer of the patient or an insurer of said em- 
ployer or a decision shall have been rendered under the 
Workmen's Compensation Act determining that the pa- 
tient’s injury did not arise out of and in the course of his 
employment and is not compensable under the Workmen’s 
Compensation Act. 


Ill. Location of Patient 

A. To receive domiciliary medical care, the patient 
must be located within a radius of 3 miles of an asso- 
ciated physician. 

B. To receive medical care, the patient must go to the 
office of an associated physician designated by Health 
Service. 

C. To receive medical care in a hospital, the patient 
must go to the hospital recommended by an associated 
physician. 


IV. Arbitration 

The member, by application for and acceptance of this 
certificate agrees with Health Service that in the event 
of any controversy between the member and Health Serv- 
ice, Medical and Surgical Associates, or any associated 
physician, said controversy will be settled by arbitration; 
and that for said purpose one arbitrator shall be selected 
by the member and one arbitrator selected by Health 
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Service (or Medical and Surgical Associates, or the as- 
sociated physician), and a third by the two so selected, 
whereupon the controversy will be submitted to the said 
three arbitrators, and a decision rendered by a majority 
thereof shall be final and binding upon the member and 
Health Service (or Medical and Surgical Associates, or 
the associated physician). 


V. Change of Rates or Services 

Health Service, upon ninety days’ notice to the member 
either by a notice mailed to his home address as it appears 
upon the records of Health Service, or delivered to the 
member's remitting agent as Health Service may elect, 
may change the subscription rate, the schedule of special 
charges, or the services to be rendered hereunder. The 
member shall have the right to terminate this agreement, 
if the member so desires, upon the effective date of said 
change by notice in writing to Health Service. 


VI. Special Charges 

A. In order to provide for equitable distribution of the 
costs of medical care furnished under the Health Service 
plan, the following special charges in addition to the 
regular membership rate shall be paid to Health Service 
by the member immediately upon the rendering of the 
services: 


Domiciliary calls, each: 
Between 7 a.m. and 7 p.m. 
Between 7 p.m. and 7 a.m. 
Charges for domiciliary calls shall be 
made only for the first four calls for 
each individual sickness within a peri- 
od of any two consecutive months. 


$1.00 
$1.50 


Obstetrical care, including prenatal and post- 
natal care, but excluding domiciliary calls, 
payable in five monthly installments be- 
ginning at the fourth month of preg- 
nancy 

In case of early termination of preg- 
nancy a proportionate amount of the 
$25.00 will be charged, dependent 
upon the amount of care received. 


X-ray service, depending upon extent of 
study $1.00—$5,.00 


B. Treatment for excepted conditions, if desired by the 
member, and treatment of existing illness or disability of 
persons who do not pass the physical examination, will 
be rendered by Health Service at special rates mutually 
agreed upon by the member, or by such person, and Health 
Service. 

C. An associated physician will, at the request of and 
upon the payment of a reasonable charge by the member 
(or dependent), fill out forms, make reports and give 
statements and testimony concerning information acquired 
when attending said member (or dependent) patient. 


VII. Recommendation Concerning Hospital Service 

In order that the most efficient care may be given by 
Health Service, it is strongly recommended that the mem- 
ber be a subscriber of an associated-hospital-service or 
hospital-insurance plan, and that such dependents as are 
covered by this agreement be also entitled to hospital 
benefits under the associated-hospital-service or insurance 
contract. 


VII. Termination 
This agreement shall be effective until terminated. This 
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agreement and all rights hereunder may be terminated 
by either party upon notice to the other party in writing 
given ninety days prior to the date of termination, and 
shall be terminated at any time upon default by the mem- 
ber in the payment of charges in accordance with the 
terms hereof and all benefits to the member and dependents 
hereunder shall automatically cease after such default. 


IX. Definitions 

The following words as used in this certificate, unless 
the context otherwise requires, shall have the following 
meanings: 

Subscribing Member: A person who has signed a form 
of application with Health Service, and who has been 
accepted by Health Service as a subscribing member (here- 
in called “member”). 

Dependent: The husband or wife of a member or an 
individual who is totally dependent upon the member 
for support, who resides in the same home as the member 
and who is related to the member by blood or marriage 
and who is accepted and registered as such by Health 
Service. 

Patient: A member or dependent of a member who is 
in need of medical care. 

Associated Physician: A physician licensed to practice 
medicine and surgery in the Commonwealth of Massachu- 
setts and directly or indirectly associated by agreement with 
and so designated by Health Service. 

Domiciliary Care: The attendance of a patient by an 
associated physician at any place other than an associated 
physician’s office or recommended hospital. 


X. Membership Rates 


There shall be a registration charge of $3.00 for each 
person applying to become a member. There shall be no 
registration charge for dependents. One dollar shall be 
payable at the tme of registration and the balance shall be 
payable 50c a month for the succeeding four months, 
If an applicant for whom an examination is required 
is rejected, the $3.00 shall be kept by Health Service as the 
cost of examination and the report thereon. 

Membership rates are as follows: 


Individual 

Individual and husband or wife 

For each child under 2 yr. of age 

For each child over 2 yr. of age 
and under 21 yr. at) 

Maximum family rate for hus- 
band and/or wife and de- 
pendents under 21 yr. 

For each dependent over 21 yr. 


$1.50 per month 
$2.50 “ . 
$1.00 


$4.00 
$1.50 “ 


Payable in monthly installments unless otherwise provided. 


XI. Requirements for Eligibility 


The requirements for eligibility to become a member or 
to be registered as a dependent are as follows: 


A. The member shall be a member of a group ac- 
cepted by Health Service, shall have an annual income of 
not more than $3500 and be a resident of Massachu- 
setts. 

B. Any male over fifty years of age or any male ap- 
plying more than ninety days after membership is open 
to members of the group, or any female, shall, before be- 
coming a member, pass a medical examination given by 
an associated physician of Health Service. 
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C. Health Service will accept or reject dependents or 
request a medical examination of a dependent on the ba- 
sis of information given by the member at the time of 
his application. 


XII. Non-Transferable 


This agreement and all rights hereunder are non- 
transferable. Members shall receive medical services only. 
They shall not be entitled to any payments of cash or any 
credits. 


XIII. Responsibility 
Health Service shall not be responsible for acts of 
negligence or other wrongful acts of associated physicians. 


XIV. Non-Profit 

Health Service is operated for the benefit of the sub- 
scribing members. Members shall be entitled to such ad- 
ditional benefits, if any, as may be determined from time 
to time by the Board of Directors. 


AGREEMENT BETWEEN MepIcAL AND SurGICAL AssOcIATES 
AND ASSOCIATED PHYSICIAN 


Tuts AGREEMENT made this . . . day of . . . 1939, by 
and between . . ., hereinafter called the party of the 
first part, and Allart M. Butler, Hugh Cabot, Robert L. 
DeNormandie, Channing Frothingham and Edward L. 
Young, co-partners doing business under the name of 
Medical and Surgical Associates, hereinafter called the 
party of the second part, WiTNESSsETH 


Wuereas the party of the first part is a physician duly 
licensed to practice under the laws of the Commonwealth 
of Massachusetts, and 

Wuereas the party of the second part is a partnership 
organized for the purpose of establishing, maintaining 
and operating a health plan whereby medical care and 
services may be provided by individuals who are legally 
qualified to give such medical care and services to such 
of the public as become subscribers to the plan and make 
monthly or other regular payments in accordance there- 
with, and for the further purpose of entering into con- 
tracts with other organizations which operate similar 
health plans whereby Medical and Surgical Associates 
agrees to furnish medical care to the subscribing mem- 
bers of the health plans of said organizations, and 


Wuereas the party of the second part desires to enter 
into an agreement with the party of the first part where- 
by the party of the first part shall assist the party of the 
second part in the rendering of medical care to subscribing 
members of the health plan of any organization with 
which the party of the second part has an agreement for 
the furnishing of medical care, 


Now Tuererore the parties hereto do mutually agree 
as follows: 


1. (Clause for general practitioner) The party of 
the first part agrees to furnish general medical care as 
provided in the form of Health Service, Inc., subscrib- 
ing member agreement attached hereto and hereby 
incorporated herein to such members and dependents 
of members as shall be referred to the party of the 
first part by the party of the second part and accepted 
by the party of the first part. 


(Clause for specialist) The party of the first part 
agrees to furnish medical services in the line of . . . 
in accordance with the form of Health Service, Inc., 
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subscribing member agreement attached hereto and 
hereby incorporated herein to such members and de- 
pendents of members as shall be referred to the party 
of the first part by the party of the second part and 
accepted by the party of the first part. 

2. The party of the first part agrees to accept pay- 
ment for all of said services according to the follow- 
ing plan of operation: quarter-annually the medical 
director of the health plan, to be designated by Medi- 
cal and Surgical Associates, shall obtain from all as- 
sociated physicians of Medical and Surgical Associates 
reports of all services rendered by them to members 
of said health plans and to members’ dependents, and 
on the basis of the said reports shall make a report to 
Medi-al and Surgical Associates who shall determine 
the fair proportion of the net income or reserve funds 
of the partnership to which each associated physician 
shall be entitled. Payment of said proportionate 
amounts shall be made quarter-annually. 


3. The party of the first part shall incur no expense 
for or in the name of Medical and Surgical Associates 
other than as provided in Paragraph 2 above without 
specific authorization by Medical and Surgical Asso- 
ciates. 

4. The party of the first part shall use as consulting 
physicians in connection with patients referred to the 
party of the first part by the party of the second part 
only such physicians as shall be designated or specifical- 
ly authorized by Medical and Surgical Associates. 

5. The party of the first part agrees to abide by rules 
pertaining to administrative matters promulgated from 
time to time by Medical and Surgical Associates in 
connection with patients referred to the party of the 
first part by the party of the second part. 

6. This agreement and the rights and obligations of 
the parties hereunder shall continue in effect until 
terminated by either party by notice to the other in 
writing at least ninety days before the date of termi- 
nation, 

7. The party of the first part agrees to carry a policy 
of insurance against liability as a physician covering 
all acts which may be performed by the party of the 
first part under this agreement, said policy to be for an 
amount not less than $5000 for claim by one person 
and $10,000 for claims by more than one person. 


In Witness Wuereor the said parties hereunto set their 
hand and seals on the day and year first above written. 


A TRIBUTE TO GEORGE REYNOLDS 


To the Editor: Since George Reynolds’ death some 
months ago I have had occasion to see a number of his 
patients. What was apparent before is even more so now 
— he was a rare physician, in possessing as he did a per- 
fect combination of human understanding and loving 
kindness and of scientific knowledge. He is being sorely 
missed, 

I should also like to add a personal tribute to him as 
a patient himself. Despite the fact that he had been af- 
flicted for years by a severe physical handicap he went 
ahead uncomplainingly to make of his life a shining ex- 
ample of fortitude, seWice and happiness. 


Paut D. Wuirr, M.D. 


Massachusetts General Hospital, 
Boston. 
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A REPLY TO DR. JOSLIN’S SUGGESTIONS 


To the Editor: The trustees of Middlesex University 
are deeply appreciative of the sympathetic interest that 
Dr. Elliott P. Joslin has shown in their problems and are 
indebted to him for his excellent and constructive sugges- 
tions for the advancement of the School of Medicine, as 
published in the November 30 issue of the Journal. They 
would enthusiastically welcome Dr. Joslin to membership 
on the Board of Trustees and are entirely ready and will- 
ing to carry out the recommendations which he has 
enumerated as a condition precedent to his acceptance. 

The real burden lies upon the alumni, to whom Dr. 
Joslin has assigned the feat of raising a substantial sum to 
be applied to specific requirements of the School of Medi- 
cine. The trustees very sincerely hope that the alumni 
may find themselves equal to this task and may be able 
to do their share toward the end that the School of Medi- 
cine shall attain a fully accredited position in the field of 


medical education. 
C. Rucecies Smitn, President, 
Middlesex University. 


Waltham, Massachusetts. 


ANENT SOCIALIZED MEDICINE 


To the Editor: On November 7 I had the rare oppor- 
tunity of listening to the most forceful speaker and the 
most brilliant mind I have ever heard. It is indeed a 
credit to the American Medical Association to have Dr. 
Fishbein as the editor of its journal. In his discussion he 
gave a most cogent outline showing how mistaken is our 
government in trying to interfere with the medical pro- 
fession. He proved conclusively that millions of dollars 
are wasted in building hospitals and institutions for which 
neither the medical profession nor the people have any 
use. He further stated that the medical profession is giv- 
ing service gratis to millions of people and the cost of 
that service in his opinion amounts to $365,000,000 per 
year or almost twice as much as the government is spend- 
ing for the same purpose. 

He also told us that many clinics now springing up in 
different parts of the country are a complete failure. But 
he neglected to tell us why they are a failure, and to tell 
us why in the last ten years the income of the average 
physician here is dwindling to almost nothing. Most of 
the physicians in America are not able to meet their ex- 
penses. I am sure that a large majority of the physicians 
who listened to Dr. Fishbein’s speech are actually worried 
when the first of the month comes around. And most of 
us have to worry about the next day’s expenses. In other 
words, we live from hand to mouth. I can understand 
why Dr. Fishbein talked as he did. A man of his type, 
although he travels extensively, meets the members of the 
medical profession who are in the upper brackets and who 
are economically secure. Most of them practice medicine 
not to derive a living from it but for the sake of science 
or tradition or pleasure, and these men have no reason to 
believe that most physicians are in financial straits. These 
physicians differ from those in the lower brackets who rely 
only on the incomes from their practice to support their 
families and themselves. Ten years ago the people did 
not flock to hospitals, outpatient departments and free 
clinics as they do today. Ten years ago there were not so 
many doctors as there are today, and therefore the ques- 
tion of sccialized medicine did not have to be raised. Con- 
ditions were not so acute. How could a clinic, no matter 


how reasonable its charges, compete with clinics which did 
not charge at all? I would be the last to blame people for 
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going to free clinics. They get just as good care there 
with all the latest diagnostic technics and instruments 
under the supervision of capable men. And if necessary 
they get consultations with some of the biggest men in 
that particular locality. Why should they go to private 
clinics and pay for the same kind of service that they can 
get free of charge? The individual physician certainly 
cannot compete with the free clinics. He cannot give 
the patients as good service as they can get in the free 
clinics, because generally not only does he not possess the 
different instruments of precision that have been devel. 
oped ot late but also he does not have the technic of using 
them. If one were fortunate enough to be able to outfit 
his office with an x-ray machine, an electrocardiograph, 
a metabolism apparatus and a complete laboratory, he 
would have to hire technicians to do all the work. Natural- 
ly the patient would have to pay for this. But for no 
money at all he can go to any of the free clinics in the 
city and have all that work done under the careful super- 
vision of trained technicians, with correct interpretations 
of the findings. Very often a physician is forced to treat, 
free of charge, patients in a hospital clinic who formerly 
were his private patients. ; 

In my opinion, most of these people who now attend 
clinics will never return to private practitioners, just as 
the ten or twelve million people out of work now will, 
it is said, never return to employment in private enter- 
prise. If anything, outpatient departments are definitely 
increasing. On the other hand the medical schools are 
certainly not lacking students, and there is no diminution 
in the number of graduates. So if one is to apply the law 
of supply and demand, there is certainly an oversupply 
of physicians in proportion to the number of patients who 
demand private treatment. My suggestions therefore 
would be the following: : 


1. Limit the number of graduates to the actual de- 


mand. 

2. Decentralize them, that is, send them from the 
overcrowded city to other districts or parts of the Unit- 
ed States where there is a shortage of physicians; some 
kind of subsidization, by the government or by the 
particular place that finds itself without medical care, 
could accomplish this. 

3. In the large cities enlarge the outpatient depart- 
ments so as to facilitate the handling of more pa- 
tients, and increase the medical staffs and laboratories 
to double or triple the size they are at present. 

4. Have the city or sfate pay all physicians who 
are eligible and willing to work a certain time of the 
year at a hospital, the pay to be lucrative enough to 
attract the best men. 

5. Put physicians so employed by the city or state 
through some medical and disciplinary training — one 
month each year with pay; this would help many phy- 
sicians to adapt themselves to that particular locality 
and help specialize them further. 


Of course, I know that some will protest to this on the 
ground that it is the beginning of socialized medicine. My 
answer is that, since we cannot go against the inevitable, 
it is healthier to accept it with good grace. If the medical 
profession will not try to solve its own problem, the polli- 
ticians will surely get hold, and this will be unfortunate 
for the profession. 

Aaron FetpMan, M.D. 


485 Commonwealth Avenue, 
Boston. 


Vol. 221 No. 25 


NOTICES 


ANNOUNCEMENTS 


Davin Weinrraus, M.D., announces the opening of an 
office at 520 Beacon Street, Boston. 


Mayer Hyman, M.D., announces the opening of an of- 
fice at 520 Beacon Street, Boston. 


BOSTON DOCTORS’ 
SYMPHONY ORCHESTRA 


The Boston Doctors’ 
Symphony Orchestra _ will 
rehearse under Alexander 


\ 
\ 


Theide, former  concert- 
Wy master with the Cleveland 

WY the Philadelphia Sym- 
phony Orchestra, every 
70 Brookline Avenue, Boston. Those interested in becom- 
ing members should communicate with Dr. Julius Loman, 


\ 
1) Symphony Orchestra and 
3; 
Thursday at 8:30 p.m., in Studio A, Station WMEX, 
Pelham Hall Hotel, Brookline (BEA 2430). 


WALTHAM MEDICAL MEETING 


The Metropolitan State Hospital announces that the 
regular monthly clinicopathological conference scheduled 
to be held on December 27 will be held on Wednesday 
evening, January 3, at 8:00. A case showing atypical men- 
tal symptoms following trauma and complicated by pul- 
monary tuberculosis will be presented by Drs. Emerick 
Friedman and Richard C. Wadsworth. The discussion 
will be led by Dr. Harry C. Solomon. 

All interested physicians are cordially invited. 


CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS, UNDER 
THE PROVISIONS OF THE SOCIAL 
SECURITY ACT 


CLINIC Date OrTHOPEDIC CoNSULTANT 
Haverhill January 3 William T. Green 
Lowell January 5 ~~ Albert H. Brewster 
Salem January 8 Harold C. Bean 
Gardner January 9 Mark H. Rogers 
Brockton January 11 George W. Van Gorder 
Pittsfield January 15‘ Francis A. Slowick 
Northampton January 17. Garry deN. Hough, Jr. 
Worcester January 19 John W. O’Meara 
Fall River January 22 Eugene A. McCarthy 
Hyannis January 23 Paul L. Norton 


MASSACHUSETTS DEPARTMENT OF CIVIL 
SERVICE AND REGISTRATION 


Scoot Puysician, ScHoo: DEPARTMENT, WATERTOWN 


Director of State Civil Service, Ulysses J. Lupien, has 
recently announced that a competitive examination is to 
be held on January 17 in order to find eligibles for ap- 
pointment to the position of School Physician, School 
Department, Watertown. The salary is $500 a year, pay- 
able in twenty equal instalments of $25 each. The duties 
are as follows: to visit daily at least one school house; to 
visit every school building in said district at least once a 
week; to respond to every emergency call of the princi- 
pal of any school in said district; to make a careful ex- 
amination of each pupil once a year, and new children 
entering the schools; to examine every child returning to 
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school after an absence for illness ‘rom an unknown 
cause, and unable to get a certificate from the Board of 
Health because of not having had an attending physician; 
to submit a written monthly report to the Superintendent 
of Schools; and to attend one third of the football games. 

The entrance requirements are as follows: applicants 
must be registered physicians under the State Board of 
Registration in Medicine. 

The subjects and weights are as follows: training and 
experience, 2; practical questions, 3; total, 5. Applicants 
must obtain at least 70 per cent in each subject of the ex- 
amination in order to become eligible. Physical fitness 
is to be determined by physical examination. 

The last date for filing applications is Wednesday, 
January 3, at 5:00 p.m. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 
1940 ESSAY AWARD 


The Mississippi Valley Medical Society offers a cash 
prize of $100, a gold medal and a certificate of award 
for the best unpublished essay on a subject of interest 
and practical value to the general practitioner of medi- 
cine. Certificates of merit may also be granted to the 
physicians whose essays are rated second and third best. 
Entrants must be members of the American Medical As- 
sociation. The winner will be invited to present his 
contribution before the next annual meeting of the Mis- 
sissippi Valley Medical Society at Rock Island, Illinois, 
September 25, 26 and 27, 1940, the Society reserving the 
exclusive right to publish the essay in its official publi- 
cation — the Mississippi Valley Medical Journal. All con- 
tributions must not exceed 5000 wards, be typewritten in 
English in manuscript form, be submitted in five copies, 
and be received not later than May 1, 1940. Further de- 
tails can be secured from Harold Swanberg, M.D., sec- 
retary, Mississippi Valley Medical Society, 209-224 W. C. U. 
Building, Quincy, Illinois. 


UNITED STATES MARINE HOSPITAL 


The staff meeting of the United States Marine Hospital, 
Chelsea, Massachusetts, will be held at “The Hut,” on 
Friday, January 5, 1940, at 4:00 p.m. Dr. Arthur W. 
Kimpton will talk on the subject “Cardiospasm.” 


Joun W. Trask, Medical Director in Charge. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistRIcT FOR THE WEEK BEGINNING 
Monpay, December 25 


Tvurspay, DecemsBer 26 
*10 a.m.—12:30 p.m. Boston Dispensary tumor clinic. 


Wepnespay, DeceMBer 27 
*12 m. Clinicopathological conference. Children’s Hospital amphi- 
theater. 


Fripay, Decemser 29 
*10 a.m.-12:30 p.m. Boston Dispensary tumor clinic. 


*Open to the medical profession. 


Decemser 22 — Waltham Medical Club. Page 880, issue of November 30. 

DecemBer 29 and 30 — Phi Delta Epsilon. Page 918, issue of December 7. 

January 3 — Metropolitan State Hospital. Clinicopathological conference. 
Notice above. 

January 5 — United States Marine Hospital. Notice above. 

January 6, June 8—-11— American Board of Obstetrics and Gyne- 
cology. Page 160, issue of July 27, and page 798, issue of November 16. 
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January 1] —Pentucket Association of Physicians. 8:30 p.m., Hotel 
Bartlett, Haverhill. 

January 22—25 — American Academy of Orthopaedic Surgeons. Hotel 
Statler, Boston. 

Fesruary 11-14 — International College of Surgeons. Page 759, issue 
of November 9. 

Fesruary 22-24 — American Orthopsychiatric Association. Page 957. 

Marcu 2, June 8 and 10 — American Board of Ophthalmology. Page 719, 
issue of November 2. 

Marcn 7-9-- The New England Hospital Association. Hotel Statler, 
Boston. 


Page 894, issue of May 25. 
Page 1019, 


May 14 — Pharmacopoeial Convention. 
June 7-9 — American Board of Obstetrics and Gynecology. 
issue of June 15. 


District Mepicat Societies 
ESSEX NORTH 

Janvary 3 — Semi-annual meeting. Combined meeting with Essex South. 
Danvers State Hospital, Hathorne. 7 p.m. 


ESSEX SOUTH 


January 3 — Head Injuries. Dr. John S. Hodgson. Danvers State Hos- 
pital, Hathorne. 

Fesruary 14— Cough, Sputum, Hemoptysis — How shall they be investi- 
gated? Dr. Reeve H. Betts. Essex Sanatorium, Middleton. 

Marcu 6 — Experimental 
Treatment of Hemolytic Streptococcal Infections. 
Hospital, Lynn. 

Aprait. 3 — Addison Gilbert Hospital, Gloucester. 


Salem Country Club, Peabody. 


of Sulfanilamide 
Lynn 


and Clinical Considerations 
Dr. Champ Lyons. 


May 8 — Annual meeting. 


HAMPSHIRE 


Janvary 10. 
Marcu 13. 
May 8. 


All meetings are held at 11:30 a.m. at the Cooley Dickinson Hospital, 
Northampton, 


MIDDLESEX EAST 
January 10. 
Marcu 20. 
May 15. 
Meetings are held at 12:15 p.m. at the Unicorn Country Club, Stoneham. 


MIDDLESEX NORTH 
January 31. 
Aprit 24. 
Juty 31. 
Ocroser 30. 


NORFOLK SOUTH 
JANUARY 4. 
Fesruary 1. 
MARCH 7. 
4. 
May 2. 
All meetings, with the exception of one which is usually held at the 


Quincy City Hospital, are held at the Norfolk County Hospital in South 
Braintree, at 12 o'clock noon. 


PLYMOUTH 
January 18 — Brockton Hospital, Brockton. 
Marcu 21 — Goddard Hospital, Brockton. 
Aprit 18 — State Farm. 
May 16 — Lakeville Sanatorium, Lakeville. 


SUFFOLK 
Subject to be announced later. 
meeting. Symposium on Ulcerative Colitis and 
Under the direction of Dr. Chester M. Jones. 

24— Annual meeting in 
Election of officers. 


January 31 — Scientific meeting. 
Marcu 27 — Scientific 


Diarrheas. 


conjunction with the Boston Medical 
Program and speakers to be announced later. 


APRIL 
Library. 


WORCESTER 
January 10 — Worcester City Hospital. 
Fesruary 14 — Worcester State Hospital. 
Marcu 13 — Worcester Memorial Hospital. 


Aprit. 10 — Worcester Hahnemann Hospital. 
May 8 — Worcester Country Club. 


Each meeting begins with a dinner at 6:30 p.m. and is followed by a 
business and scientific meeting. 
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BOOK REVIEWS 


Medical Climatology: Climatic and weather influences in 
health and disease. Clarence’ A. Mills. 296 pp. 
Springfield, Illinois, and Baltimore: Charles C 
Thomas, 1939, $4.50. 


As is well known, Dr. Mills has for several years been 
studying the importance to man of climatic environment. 
Individual articles of his on this liroad subject have always 
been interesting and often stimulating. Now he has put 
many of them together, added: to them, rounded them 
out, and assembled them in book form. The result is 
admirable. 

It is curious how little serious attention most doctors 
pay to the effect of climate on disease, how little is taught 
of this subject in our medical schools, how haphazardly 
most of us prescribe change of climate to our patients. 
Yet medical climatology is a serious subject about which 
a good deal is known. As Dr. Mills says, weather and 
climate together appear to exert a tremendous influence 
on human welfare. Their effects penetrate deeply into the 
basic physiologic reactions of the body, altering combus- 
tion rate, energy level, rate of growth and development, 
resistance to infection and many other vital character. 
istics. 

There are eighteen chapters to the volume. These deal 
with various aspects of medical climatology, for instance, 
the relation of climate to disturbances of metabolism, to 
infections, to heart failure and even to suicide and homi- 
cide. Each contains interesting information and sugges- 
tive ideas. In discussing appendicitis, for example, Dr. 
Mills argues that the patient who develops an acute at- 
tack in hot weather carries an additional hazard and 
should be protected against the deleterious effect of heat. 
He predicts air conditioning as a matter of course for the 
modern hospital. 

At the end of the book is a list of references to medical 
climatology: this appears to have been most carefully 
edited. There is also a useful index. On the whole, Dr. 
Mills is to be congratulated. He has written an interest- 
ing book which can be read with pleasure by students, 
teachers, nurses, hospital administrators and men in gen- 
eral practice. 


Le Temps de Réaction: Techniques applications cliniques. 
Paul Michon. 98 pp. Paris: Masson et Cie, 1939. 
22 Fr. fr. 

This small book is a brief yet fairly comprehensive re- 
view of possibilities in the field of reaction-time meas- 
urement, principally simple reactions, with a good deal of 
attention paid to a special technic of reaction to a vibrating 
stimulus (cessation thereof). Chief interest attaches to 
the observations with various neurologic conditions. There 
is a considerable bibliography, from which, however, a 
number of important early studies are omitted, Cattell’s, 
for example. In this country there has for many years 
been comparatively little interest in such observations, 
perhaps because more convenient procedures, using chain- 
reaction principles and language symbols, seemed to yield 
data of at least equal clinical significance. A distrust of 
the reliability of these measures made under ordinary 
clinical conditions has doubtless also played a role in their 
relative neglect. It may be that the differentials here re- 
ported are large enough to outweigh this consideration. 
If so it should be well worth while to design a bedside 
instrument of this type, utilizing a synchronous motor and 
one more compact than those illustrated in the present 
work. 


| 


